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HE UNINTENTIONAL INTRODUCTION of air or 

other gas into the pleural space from what- 
ever cause results in a spontaneous pneumothorax. 
When the air originates from an internal source, 
such as the lung, trachea, oesophagus etc., the 
pneumothorax is one of endogenous origin. It is 
exogenous if the air gains entry from the outside 
by means of a penetrating wound of the chest 
wall and parietal pleura. If the pleural rupture 
seals shortly after air leakage has occurred the re- 
sult is a closed pneumothorax. It is an open type 
if the rupture persists and remains patent during 
both phases of respiration. A tension pneumo- 
thorax results if a valve mechanism develops at the 
site of leakage which permits air to escape into the 
pleural space on inspiration but prevents its egress 
during expiration. ; 

From an etiological standpoint, spontaneous 
pneumothorax may be classified as follows: 

1. Etiology undetermined, so-called idiopathic 

or benign pneumothorax. 

2. Pneumothorax associated with underlying 

pulmonary or pleural disease. 

3. Pneumothorax of traumatic origin. 

Since time does not permit discussion of all 
three types and because idiopathic pneumothorax 
has been a subject of great interest and specula- 
tion, the emphasis in this presentation will be 
placed upon the latter type. 

Tuberculosis’ is by far the most frequent cause 
of pneumothorax secondary to pulmonary dis- 
ease. Among other chest conditions which infre- 
quently may be complicated by pneumothorax are: 
*Presented at the John F. Kenney Annual Clinic of the 
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neoplasm, bronchial asthma, chronic emphysema, 
lung suppuration, pulmonary gangrene, infarct, 
mycotic infection, pneumonia, bronchiectasis, cys- 
tic lung disease, silicosis, foreign body, and infec- 
tion of the pleural space with gas-forming organ- 
isms. 

Traumatic pneumothorax may result from pen- 
etrating injuries of the chest wall, such as gun- 
shot or stab wounds, from diagnostic or therapeutic 
thoracic needling procedures, endoscopy, trach- 
eotomy, intratracheal anesthesia, blast or com- 
pression violence either with or without rib frac- 
ture, and strenuous resuscitation efforts including 
excessive positive pressure from mechanical res- 
pirators. 

The mechanism of pneumothorax production in 
many cases of underlying pulmonary disease or 
resulting from trauma is frequently quite obvious. 
For example, in tuberculosis, neoplasm, mycotic 
infection, and suppuration it is usually the result 
of pleural ulceration and necrosis. In other cases 
belonging to these categories, however, such as 
in chronic emphysema or trauma without appar- 
ent chest wall injury, the mechanism may be 
obscure but in all likelihood is the same as that 
operative in idiopathic pneumothorax. 


The latter is, as the term implies, one of un- 
known or undertermined etiology. Invariably there 
is lacking a history of previous lung or pleural 
disease and because recovery is usually complete 
it has been called the “pneumothorax of the appar- 
ently healthy”. It occurs with considerably great- 
er frequency in young males betwen the ages of 
20 and 40. A satisfactory explanation for this 
fact is lacking though it has been suggested that 
the reason may lie in the more active physical life 
that young men lead. 

It was formerly believed that tuberculosis was 
the basis for most, if not all, cases of spontaneous 


pneumothorax. However, it is now generally ac- 
continued on next page 
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cepted that this disease plays no part in the idio- 
pathic type. Follow-up studies* on many of these 
cases show that the incidence of tuberculosis among 
them is no greater than for other groups. 

The pathogenesis of idiopathic spontaneous 
pneumothorax still remains rather speculative. 
Two theories regarding the mechanism involved 
have gained much support. These have been pro- 
posed by Kjaergaard and Macklin respectively. 
According to Kjaergaard’ the production of this 
type of pneumothorax is dependent upon the ex- 
istence of valve vesicles on the surface of the lung. 
These may be congenital, emphysematous, or the 
result of scarring. Because of the valve mech- 
anism, air passes into and becomes trapped within 
the vesicle. This causes the vesicle to become dis- 
tended and as a result the vesicular wall becomes 
thinner and weaker until ultimately it ruptures. 

Macklin‘ believes that the initial step in the pro- 
duction of spontaneous pneumothorax is alveolar 
rupture resulting from over-distention. Compen- 
satory emphysema incidental to atelectsis and ex- 
cessive intra-tracheal anesthesia pressure are 
among the conditions mentioned which may pro- 
duce alveolar distention. He is also of the opinion 
that certain individuals are constitutionally prone 
to alveolar air leakage and that a hereditary factor 
must also be considered. When the air escapes 
from the ruptured vecicle it disperses in the lung 
tissue and causes interstitial emphysema. It then 
channels pathways along tie pulmonic vascular 
sheaths and makes its way to the hilum and into 
the mediastinum, or it may travel toward the per- 
iphery and produce sub-pleural blebs. The pneu- 
mothorax results from a break-through of the me- 
diastinal pleura or from rupture of the sub-pleur- 
al blebs. 

Strenuous physical activity is not a necessary 
prerequisite for pneumothorax to happen. Leach’ 
in his report of 126 cases noted that 48% of the 
patients were at rest when the pneumothorax oc- 
curred and 38% were engaged in mild octivity. 
Schneider and Reissman’ found that only 30 of 
their 100 cases developed the pneumothorax dur- 
ing strenuous activity. According to Heath,’ neith- 
er normal nor simulated aerial flight imposes any 
greater risk in the production of pneumothorax 
than do other activities. 

The clinical picture is usually one of sudden on- 
set with pain in the involved side, dyspnoea, and 
cough. Fever is absent as a rule. The pulse is 
accelerated and pallor is not uncommon. Cyanosis 
and shock usually do not occur except under the 
following conditions: (1) simultaneous bilateral 
pneumothorax, (2) tension pneumothorax, and 
(3) associated serious pulmonary or cardiac path- 
ology. In rare instances a sizable blood vessel with- 
in a pleural adhesion may rupture and signs of 
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shock and internal bleeding soon become mani- 
fest. 

The severity of the symptons is roughly pro- 
portional to the rate of air leakage and the degree 
of pulmonary collapse. At times the symptoms may 
be so mild as to escape notice. Movement and 
cough make the pain worse, rest decreases it. The 
acute symptoms last for two or three days and then 
gradually subside. The pain may be felt anywhere 
in the involved side from the apex to the base. At 
times it may radiate down to the upper abdomen 
and simulate an abdominal emergency. Ruptured 
peptic ulcer is the most frequent erroneous diag- 
nosis made in these instances. With left pneumo- 
thorax, particularly if associated with pneumo- 
mediastinum, the pain occasionally radiates up to 
the shoulder and down the left arm suggesting a 
coronary episode. Electrocardiographic studies" 
may result in grossly abnormal tracings which give 
impetus to an incorrect diagnosis. These abnor- 
malties may include a low T1, flat or inverted T4, 
elevation of the ST segment, and small or absent 
initial deflection in the 4th lead. As the air is ab- 
sorbed the tracings return to normal. 

The diagnosis of spontaneous pneumothorax is 
based on the symptoms, physical findings, and 
fluoroscopic and x-ray examinations. If the pneu- 
mothorax is small physical examination may be 
entirely negative. However, there usually will be 
noted hyper-reasonance, diminished to absent 
breath sounds, and decreased tactile and vocal 
fremitus in the side of involvement. The heart 
may be displaced toward the opposite side. Res- 
piratory excursions usually are diminished homo- 
laterally and there may be bulging of the chest and 
widening of the interspaces of the affected side. 
With mediastinal emphysema the peculiar crunch- 
ing sound first described by Hamman’ may be 
heard over the precordial area synchronous with 
the heart beat. 

Fluoroscopic and roentgenographic examina- 
tions are the most reliable means to a correct diag- 
nosis but even these may be misleading at times. 
If the pneumothorax is small and limited, films in 
various projections, as well as inspiratory and 
expiratory plates, may be necessary to demonstrate 
the air in the pleural space. Pneumomediastinum 
is best shown in lateral views which reveal the air 
present in the anterior mediastinum between the 
heart and sternum. In conventional P-A films, 
mediastinal emphysema may at times be indicated 
by a thin linear shadow just lateral and parallel to 
the left heart border. Pleural fluid is absent as a 
rule or else limited to the phrenic gutter. When 
present in appreciable quantities it is the result 
of either an infection or hemorrhage. The re- ex- 
panded lung rarely shows evidence of abnormality. 
The prognosis in uncomplicated pneumothorax 
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is excellent. Complete recovery is the rule in from 
two to eight weeks. Complications occur in from 
10 to 20 percent of the cases, the most frequent 
being recurrence which is usually in the side of 
original involvement. Other complications are ten- 
sion pneumothorax, chronic pneumothorax, and, 
rarely, hemothorax. Infection of the pleural space 
almost never happens in simple pneumothorax. 

Conservative treatment consisting of bed rest 
and sedation is generally all that is required. Oxy- 
gen inhalation during the first few hours is of great 
benefit at times. Intrapleural pressure readings 
should be taken early and regularly. Close fluoro- 
scopic and roentgenographic observation should 
be maintained. 

While intervention is usually not necessary in 
the average case, there may be occasions when it 
may be deemed advisable in order to hasten re-ex- 
pansion and so shorten the period of invalidism. 
If air removal is decided upon, it is probably best 
to delay the initial aspiration for at least a week 
after the onset of pneumothorax. Too early air 
removal is fraught with danger of enlarging the 
pleural rupture or making it permanent. High 
negative pressures are to be avoided and it is advis- 
able not to remove more than 300 to 500 cc. of air 
at any one sitting. The procedure can be repeated 
3 or 4 times weekly. 

When there is acute dypnoea, such as in simul- 
taneous bilateral pneumothorax, tension pneumo- 
thorax, or simple pneumothorax complicating seri- 
ous pulmonary or heart disease, prompt air aspira- 


tion is indicated and indeed may be life saving. © 


Even under these circumstances, however, caution 
must be exercised and no greater amount should 
be withdrawn than is necessary to make the patient 
comfortable. Repeated air removal is generally 
required for the first day or so in tension pneumo- 
thorax. In fact it may be necessary to employ con- 
tinuous air drainage in some cases. Most tension 
pneumothoraces become converted to either a 
closed or open type in from 24 to 48 hours after 
which the obligatory indication for continuous or 
repeated air withdrawal ceases to exist. 

Massive hemorrhage into the pleural space while 
rare should, nevertheless, be looked for because 
when it occurs it constitutes a real emergency. In- 
travenous fluids and whole blood transfusions will 
be required along with other supportive measures. 
Intervention should be strictly avoided for the 
first few days lest continued active bleeding be en- 
couraged. Usually after the third day,” however, 
the danger of further bleeding is slight and evacu- 
ation of the pleural space may be undertaken with 
relative safety. Complete aspiration of the blood 
as early as is consistent with safety is called for in 
order to minimize the chances of secondary infec- 
tion and to forestall the formation of a dense fi- 
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brous envelope about the lung which would pre- 
vent re-expansion. 

Active treatment is often considered indicated 
in recurrent and in chronic pneumothorax. A var- 
iety of procedures have been employed ranging 
from intra-pleural injection of sclerosing agents to 
total pneumonectomy. The use of sclerosing sub- 
stances is predicated upon the principle of produc- 
ing a sterile pleuritis in the hope that the pleural 
space will become obliterated and so make recur- 
rence impossible. Among the irritants that have 
been used are: hypertonic glucose solution, whole 
blood, mineral oil, gomenol, lipiodol, and iodized 
talc." All cause local discomfort and frequently 
fever. The results have not been uniformly satis- 
factory and at times the pleural reaction is more 
severe than desired. There are those who consider 
this procedure to be actually dangerous. Rubbing 
the pleural surfaces with gauze in order to invoke 
an obliterative pleuritis has been used in some cases 
with success. 

Conversion of a spontaneous to an artificial 
pneumothorax for several weeks or months has 
been advocated by some.” The theory here is that 
by prolonging the collapse the rupture heals more 
solidly and that an adhesive pleuritis ensues upon 
re-expansion. The rationale of this procedure can 
be questioned since it remains to be proved that 
when recurrence does occur the rupture happens 
at the same site of the original one. Secondly, there 
is no assurance that pleural symphysis will follow 
after the lung has been permitted to re-expand. 

Among the surgical measures that have been 
utilized in the treatment of chronic pneumothorax 
is pneumonolysis,” when it can be demonstrated 
that pleural adhesions are present which exert an 
inhibiting influence against closure of the pleural 
rent. Severance of the restraining adhesions al- 
lows the opening to close and so permits re-expan- 
sion to proceed. Temporary diaphragmatic paraly- 
sis by crushing the phrenic nerve has also been 
used for the same purpose when the inhibiting ad- 
hesions extend between the lung and diaphragm. 

Excision of the offending lesion followed by 
suturing the pleural edges has been reported. Suc- 
cess has attended this procedure although it can- 
not always be carried out due to failure at times to 
find the point of leakage. An operation consisting 
of the inversion of the affected area and suturing 
over the pleura has been devised for those cases 
where there is multiple emphysematous bulla for- 
mation.” A few brilliant results have been recorded 
but there have also been some cases that terminated 
disastrously. The pleura in this type of case is 
frequently quite fragile and not well adapted to 
suturing. It tears easily and singleness of purpose 
in carrying out the procedure may result in large 


areas of lung denuded of pleura. A more logical 
continued on next page 
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and safer measure in this type of case is lobec- 
tomy," providing the bullous lesions are limited 
in extent. 


CASE REPORTS 


Case 1: G. F., a 34 year old white female who 
was admitted to the Memorial Hospital on Feb. 21, 
1948. At 7:00 A. M. on the morning of admis- 
sion, while on her way to work, she suffered sud- 
den sharp pain in the left chest associated with 


dyspnoea and cough. The temperature was 98, 


pulse 90, respirations 24, and blood pressure 
130/80. Positive physical findings were limited 
to the chest and consisted of hyper-resonance and 
diminished breath sounds in the left side; many 
medium rales were heard in the right lung. Her 
X-ray showed a pneumothorax with about 80% 
collapse of the left lung. Blood and urine studies 
were normal. An E.K.G. showed low T1 and 
T4. Conservative treatment of bed rest and seda- 
tion was followed by an uneventful course. The 
left lung gradually inflated and re-expansion was 
complete by May 14, 1948. No abnormalities were 
noted in either lung. 


This case is a good example of an uncompli- 
cated idiopathic pneumothorax occurring in an 
otherwise apparently healthy individual. 


Case 2: J. McK., a white 58 year old male who 
was seen in consultation on Sept. 11, 1947, six 
weeks after the onset of left spontaneous pneu- 
mothorax. His history showed that he had suf- 
fered a pneumothorax in his right side ten years 
previously which re-expanded uneventfully on con- 
servative treatment. He was then well until the 
present episode. This occurred while he was walk- 
ing in the street. He was hospitalized for three 
weeks during which air was aspirated twice, 1000 
cc. being removed each time. At the time of con- 
sultation he was still considerably dyspnoeic and 
his X-ray showed about 85% collapse of the left 
lung with the heart displaced to the right. He was 
treated by weekly air aspirations of 400 to 500 cc. 
each for a total of four treatments. He improved 
rapidly and the lung was fully expanded by Oct. 6, 
1947. His X-ray revealed pulmonary emphysema 
and fibrosis in both upper lobes consistent with 
healed tuberculosis. Subsequent observation has 
failed to show any clinical activity of the latter. 


This case illustrates spontaneous pneumothorax 
occurring in the presence of pre-existing pulmon- 
ary pathology. It is a matter of speculation wheth- 
er the healed tuberculosis or the emphysema was 
more at fault as the underlying cause. In any 
event it appears fairly clear that the pneumothorax 
resulted from a rupture of a pleural bleb and that, 
therefore, the mechanism involved was similar to 
that in some cases of idiopathic pneumothorax. 
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Case 3: L. B., a 17 year old white housewife, ad- 
mitted to the Memorial Hospital on Nov. 30, 1947. 
Five weeks previously on about her 7th post- 
partum day she developed fever, cough, anterior 
left chest pain, pain in the calf of the right leg, 
and dyspnoea. There were also several small hem- 
optyses. She was hospitalized elsewhere and a 
diagnosis of pneumonia made. Penicillin and sul- 
fonamide therapy was of little benefit. On admis- 
tion here the temperature was 104.4, pulse 140, 
respirations 32, and blood pressure 120/80. The 
chest showed dulness over the left lung posterior- 
ly with diminished tactile and vocal fremitus; 
bronchial breathing and moist rales were heard 
throughout the left lung anteriorly and many fine 
moist rales in the right lung. Her X-ray on 12/1/47 
revealed dense uniform clouding of the left hem- 
ithorax consistent with massive effusion ; the right 
lung was free of disease. The red count was 4.2 
million, hemoglobin 10.5 gm., the white count vari- 
ed from 7000 to 11,000. Five blood cultures prov- 
ed negative and repeated sputum examination, in- 
cluding a guinea pig inoculation with gastric wash- 
ings, showed no tuberculosis. Sputum culture gave 
a growth of Strept. Viridans. The diagnosis was 
thrombophlebitis, pulmonary infarct, and pleural 
effusion. A chest tap was done on 12/10/47 and 
this yielded serosanguinous fluid which was neg- 
ative on culture. The treatment was penicillin and 
dicumarol. Her temperature spiked daily to 104° 
until 12/12/47 after which it ranged to 102°. On 
12/17/47 she developed a left spontaneous pneu- 
mothorax and immediately her temperature fell 
to normal. Her subsequent course was essentially 
uneventful and slow but steady pulmonary re-ex- 
pansion took place. The lung was fully inflated by 
Aug. 1948 at which time her X-ray showed residual 
pleural thickening in the left side and very ques- 
tionable parenchymal changes. 


This case illustrates spontanueous pneumo- 
thorax developing in the presence of active pul- 
monary and pleural disease. Whether the mech- 
anism involved was that of pleural erosion caused 
by the disease process or rupture of a pleural ad- 
hesion because of excessive intrapleural pressure 
due to the fluid cannot be stated. 


Case 4: R. S., a 22 year old white male, admitted 
to the Memorial Hospital on the evening of Dec. 
9, 1947. One month previously he developed 
symptoms and signs of duodenal ulcer. X-ray 
study was said to have confirmed the diagnosis and 
he was placed on an ulcer diet. On the evening of 
admission he developed sudden pain in the epigas- 
trium and left lower chest. His doctor was called 
who made a diagnosis of pleurisy and prescribed co- 
deine. His condition, however, rapidly grew 
worse and when seen by another doctor five hours 
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later he was in shock. The temperature was 100.6, 
pulse 140, and blood pressure 88/60. Physical exam- 
ination was unsatisfactory because of the patient’s 
poor condition. Ruptured duodenal ulcer was sus- 
pected and an emergency laparotomy considered. 
However, re-examination showed absent breath 
sounds in the left side and operation was deferred. 
Oxygen and intravenous fluids were started. An 
X-ray the following day revealed a left hydro- 
pneumothorax with fluid up to the 7th posterior 
rib. The red count was 2.4 million with 14.4 gms. 
of hemoglobin. The white count was 12,400 with 
87% polys. Whole blood transfusions of 500 ce. 
each were administered on 12/11 and 12/12/47. 
He improved somewhat but his condition remained 
grave. A chest tap on 12/19/47 yielded bloody 
fluid which was negative on culture. A second 
diagnostic tap was done on 12/24/47 with the same 
results. Repeat X-rays in the interim indicated 
that the fluid had steadily increased until it prac- 
tically filled the pleural space. The temperature 
ranged daily to 101°. On 12/31/47 the pleural 
space was aspirated as completely as possible and 
4.5 liters of bloody fluid were removed. Right 
after this the temperature fell to normal. Some 
fluid recurred and on 1/14/48 an additional 600 
cc. was obtained. In addition air was aspirated on 
four occasions in an effort to encourage expansion. 
In spite of increased negative intra-pleural pressure 
the lung showed no tendency to inflate. It was 
felt that fibrinous deposits on the surface of the 
lung were responsible and on 1/27/48 pleural 
decortication was performed. A fibrinous envelope 
which varied from 2 to 4 mm. in thickness was 
stripped away. After this had been done, the lung 
was easily inflated. Subsequent X-rays failed to 
show any pulmonary disease. He has remained 
well since. 

This is one of those few cases in which massive 
hemorrhage in the pleural space occurs coincident- 
ally with spontaneous pneumothorax. It illus- 
trates some of the diagnostic and therapeutic prob- 
lems that may be encountered. 


SUMMARY 

The pathogenesis and the clinical, diagnostic, 
and treatment aspects of spontaneous pneumo- 
thorax are discussed with the emphasis on the idio- 


pathic type. 
Four illustrative cases are presented. 
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DERMOFRAGILITY 


WITH DERMO-HYPERLAXITY-HYPERELASTICITY 
AND ARTHRO-HYPERLAXITY 


(Ehlers-Danlos Syndrome) 
Additional Data on a Case Reported Twelve Years Previously 


F. RONCHESE, M.D. 
Providence, R. I. 


The Author. Francesco Ronchese, M.D., Dermatolo- 
gist in Chief, Rhode Island Hospital, Assistant Pro- 
fessor of Dermatology, Boston University Medical 
School. 


ee worb fragile, conveying the impression of 
liability to fracture at the slightest trauma, ap- 
plies to the skin in Ehlers-Danlos syndrome. 

This peculiar and still etiologically obscure en- 
semble consists of 3 main components: 1° a vel- 
vety, extremely fragile skin, bruising and splitting 
at the slightest provocation, with formation of 
hematomas and development of pseudotumors, 
which handicaps surgery because of bleeding and 
non-holding stitches ; 2°-hyperlaxity of the joints ; 
3°-hyperlaxity and hyperelasticity of the skin. 

It is unfortunate that medical nomenclature is 
so complex that one has to spend a great deal of 
time trying to explain the meaning of a title be- 
cause of the numerous names given to the same 
subject. Calling a disease by the name of the 
author or authors responsible for the first or the 
best papers is itself a disease afflicting medical 
writing. 

At the recent meeting of the American Medical 
Association, June 1948 in Chicago, an excellent 
paper, which I had the privilege to discuss, was 
read on the subject by Dr. S. A. M. Johnson and 
H. F. Falls' from the department of dermatology 
tology of the University of Wisconsin and the de- 
* Ehlers and Danlos are not listed among the about 20 
dermatologic eponyms in the Standard Nomenclature of 
Disease, A.M.A., 1947. Curiously enough, in this book 
I found “Breda’s disease’, eponym for frambesia tropica 
or yaws, for which I searched in vain all available text 
books, when I wrote a biographic sketch of Achille Breda, 
professor of dermatology and syphilology in Padua, from 
1878 to 1925 (Urol. & Cut. Review, Oct. 1947, p. 616). 
The eponym, although deserved, is mentioned only in 
Italian text books. Later I found it listed by H. Good- 
man (Eponyms of Dermatology, Arch. of D. 9 :675, 1924). 
CIPRIANI’s dictionary of eponyms in dermato-venereol- 
ogy (CIPRIANI, M.—I nomi di persona nella terminolo- 
gia dermo e venereo-patica. Sintomi, sindromi e malattie. 
Dizionario — Ascoli Piceno, 1942) is an interesting and 
valuable publication, although listing too many of small 
or doubtful or later disproved value. 


partment of human heredity of the University of 
Michigan, respectively. 

At the convention one could hear our non-der- 
matologist colleagues express their perplexity when 
reading titles of the papers such as the Ehlers-Dan- 
los syndrome, which they had never heard of be- 
fore. Too many eponyms confuse the medical stu- 
dent. The names of Kaposi, von Recklinghausen 
and, perhaps, a few others, have become well 
known, but is seems unlikely that Ehlers and Dan- 
los signify anything at present to the general med- 
ical mind, * 

For this reason I suggested in my previous pa- 
pers on the subject’ calling the syndrome after 
its main feature, viz., the splitting of the skin at 
the slightest provocation. There is no complete 
syndrome without fragility, rrhexis, bleeding and 
pseudotumors. I agree with Weber’ that the 
term dermatorrhexis, which I suggested twelve 
years ago’, to take the place of the eponym, 
could be improved by the use of dermofragility, 
which is the condition primarily necessary for a 
subsequent dermorrhe.xis. 

The utter confusion is evident when one sees the 
Indian rubber man of the circus labeled as the 
Ehlers-Danlos syndrome‘. The man with the 
complete Ehlers-Danlos syndrome is a disfigured, 
crippled individual, in whom surgery is done under 
difficulty, obviously never able to be a circus per- 
former. His arthro-hyperlaxity may permit con- 


tortions, but no jumping or pulling or even a steady . 


erect posture. Spontaneous dislocations are some- 
times found with the arthro-hyperlaxity. The In 
dian rubber man of the circus has dermo-hyper- 
elasticity, which may be called dermatolysis, cutis 
laxa, cutis hyperelastica, chalazoderma and _ the 
like, but not the Ehlers-Danlos syndrome, because 
dermo-hyperelasticity is only a component of the 
syndrome and not the main one. It is to be in- 
cluded, however, among the formes frustes of 


the syndrome. 
* * * 


Johnson and Falls in the above mentioned paper’ 
call attention to the paucity of the literature on 
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the syndrome in all fields except pediatrics and 
dermatology, though it should be familiar at least 
to the orthopedic surgeon because of the arthro- 
hyperlaxity and to the surgeon because of the oper- 
ating difficulties arising in these cases. 

The arthro-hyperlaxity may be a source of 
amusement in demonstrating double-jointedness, 
but also causes difficulty in walking, writing or per- 
forming skilled acts. Stumbling and falling may 
be caused by joint instability. Patients have been 
diagnosed as having myotonia congenita because 
of their waddling gait or inability to walk or run 
fast. When extension of the knes is marked the 
individual may stand with a tabetic posture. 
Spontaneous dislocations of the patella and hip 
may be found in the syndrome. Other joint dis- 
orders observed are: congenital bilateral radio- 
ulnar synostosis, flat feet, laxity of the temporo- 
maxillary joint, cervical spine and clavicle. All 
this should be enough to arouse the interest of the 
orthopedic surgeon in this syndrome. 

Johnson and Falls include in their extensive 
review of the literature on dermo-hyperlaxity-hy- 
perelasticity the rubber-like skin which can be 
stretched for a distance of 6 to 8 inches. It is of 
interest to learn that the skin of these individuals 
does resist progressive distension so that abdominal 
striae do not follow even after delivery of a four 
anda half kilogram baby*. 

The texture of the skin at palpation is compared 
to that of normal eyelids. The dermo-fragility is 
the main cause of disability. A slight bump or 
glancing blow may result in a gaping wound or 
skin flap. A small cut, laceration or incision may 
become wider, and deeper as a result of the skin 
edges pulling away. Ordinary sutures tend to pull 
out so that skin clips and adhesive tape bridges 
must be used to close the gaping wounds. Because 
of the difficulty in proximating the edges of 
wounds, lacerations are slow to heal. The result- 
ing scars, a prominent feature of the syndrome, 
are wrinkled and criss-crossed or bulging and bal- 
looning and are located mostly on the bony prom- 
inences, such as the forehead, knees, elbows, and 
the tibial areas. 

Apparently, bleeding is not a prominent feature 
since the edges of the wound retract and compress 
the ends of the severed blood vessels. However, 
cases have been reported of profuse bleeding from 
trivial trauma, tonsillectomy or tooth extraction. 
Large hematomas may follow light blows, or even 
stretching the skin for demonstration. 

All searches for blood abnormalities in these in- 
dividuals have failed. Other minor features of 
* It would be interesting to investigate the not uncommon 
cases of absence of striae distensae (atrophicae) after 
confinement for a possible relationship to this syndrome 


and, perhaps, understand better the mechanism of their 
formation. 
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the syndrome are the spheroid or small cyst-like 
subcutaneous tumors, the widely spaced eyes, wide 
bridge of the nose, epicanthic folds, notched low- 
er incisors, mental retardation, and lipomatosis. 
No light on the etiology is shed by pathologic and 
roentgenologic studies. Treatment has ben limited 
to protection by means of shin guards, ankle sup- 
ports, compression bandages, etc. In one case im- 
provement was obtained by increasing the subcu- 
taneous deposit of fat. 

Johnson and Falls studied 2 sisters, one 16 and 
one 18, with typical manifestations. Operative dif- 
ficulties were mentioned when in one, a leg had 
to be amputated for osteochondrosarcoma. They 
discuss at length the genetics of the syndrome. In 
their 2 cases the study covered a family pedigree 
of 123 persons, of whom 21 men and 11 women had 
the syndrome, complete or incomplete. 


* * 


In 1936° I reported 3 cases of this syndrome. 
I was fortunately able to locate and re-examine 
one of them (case 1), a boy now 23 years old. His 
general appearance was quite peculiar. The head 
and face appeared small, pale, feminine and scarry 
as they did 12 years ago’. The pallor may be 
in part due to his indoor occupation as a draftsman 
and the forced avoidance of outdoor physical activ- 
ities. His build which was short and thin 12 years 
ago, remained short, but muscles and bones were 
suprisingly developed into an athletic body. The 
biceps were remarkably prominent due to rope 
pulling and parallel bar exercises. The muscles 
between thumbs and indexes showed protruding 
bellies due to screw driving. His skin, outside of 
knees, shins, elbows and face, was smooth and vel- 


Fic. 1 Dermo-fragility. Upper left shows an injury as it 

done by a cutting instrument, due to a trivial bump. 

Notice adhesive tape marks needed to hold edges because 

stitches are of no use. Lower left, an elbow pseudotumor. 

Right, flabby scars from trivial shin injury in ordinary 

child play. Case n.I, as reported in 1936° at age of 10. 
Cc 


on next page 


AL = 
| 
| 
of | 
} 
r- 
1- 
| 
“4 | 
| 
ll | 
| 
| 
r 
t | 
e | 
d 
ly 
l 
| 
| 
| 
| 
} 
| 


82 RHODE ISLAND MEDICAL JOURNAL 


vety and remarkable free of blemishes of any kind 
(see fig. 2). Although he avoids any work or game 
which may cause a direct trauma to his cutaneous 
surface, at present he showed only the scars, rem- 
nants of the injuries he suffered in his childhood 
days, but no recent ones. It appears as if some 
kind of adaptation to trauma had been built up, 
and as if the dermofragility was from the beginning 
limited to knees, elbows, shins, and face. 

The skin on the extensor aspects of both knees 
and elbows showed the previously described’ 
dried-onion-peel-like appearance, or a rubber 
glove-like color and texture, sliding and wrinkling, 
fat free, similar to the dorsal aspect of the hands 
in senile atrophy and like the skin in dermatitis 
chronica atrophicans. The venous net from the 
knees down showed prominent veins not from var- 
icosities, but from lack of subcutaneous fat. They 
appeared strikingly similar to the venous net also 
as seen in dermatitis chronica atrophicans. This was 
evident in ordinary and infrared photographs. 

It is of interest to know that his family physi- 
cian, with the data obtained from the Rhode Island 
Hospital records, succeeded in obtaining exemp- 
tion from military duty, a difficult task, because 
the medical examiner is usually unfamiliar with 
uncommon conditions such as this syndrome. 

Roentgen examination of the entire skeleton, 
soft tissues and joints, by Dr. L. A. Martineau, 
director of the department of Roentgenology of 
the Rhode Island Hospital, showed bones of aver- 
age thickness and density, no bony injury or path- 
ology, no joints abnormalities, no calcifications or 
other formations in the soft tissues. 

After listening to the Johnson and Falls paper’ 
I inquired again into the genetic aspect of this 
case. The informant mother, an apparently intell- 
igent woman, much interested in her son’s wel- 
fare, restated that they had never heard of any 
case in past generations on either side, not even of 
the minor elements of the syndrome, which I re- 
cited to her. She has two daughters and another son, 
all normal. Her husband and herself are rugged in- 
dividuals, American of Scottish ancestry, not re- 
lated to each other. 

I heard again the story of an automobile acci- 
dent sustained by the patient at the age of 5 (he 
was hit on the face by a head light), to which I 
paid so little attention previously as not to men- 
tion it in my report. Much to my amazement the 
mother repeatedly asserted her belief that the cause 
of the skin anomaly was the automobile accident 
She stated emphatically that, previous to the acci- 
dent, the boy was chubby and fat like any other 
baby, so normal that the deep gashes on his fore- 
head and nose were normally sutured and healed 
like an ordinary wound. One year later, the bo : ; 
fell from a chair and it was noticed that the stitches FIG,2 TBe stme case as in fig. 1 a5’seen today at age 
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were not holding and adhesive tape had to be used 
and disfiguring scars resulted, not due to second- 
ary wound infection. At the same time it was 
noticed that the baby was no longer chubby, but 
the subcutaneous fat had disappeared. 


If the mother’s story is to be accepted this case . 


would be a most interesting one of an acquired 
syndrome following trauma, the only instance of 
this kind ever reported. Johnson and Falls’ in 
their up-to-date and exhaustive search of the lit- 
erature say that there has been no reported cases 
of an acquired syndrome. 

* * * 

Dermofragility (Ehlers-Danlos syndrome) is 
certainly a distinct clinical entity. Its etiology re- 
mains obscure. However, the finding of a case of 
a traumatic acquired syndrome, may suggest an- 
other etiologic factor. The disorder of the elastic 
and collagen fibers and the disappearance of the 
subcutaneous fat may be due to trauma, to the 
mother previous to or at the time of conception, 
during gestation, at delivery, or post partum. 

The lipomatosis described in one case by Tobias® 
may be explained as a coincidental anomaly or 
a displacement of the fat from its normal location. 

* * * 
Summary 
The strange skin disorder known in dermatologic 


Fig. 4 Arthro-hyperlaxity. Case n.2, as reported in 1936? 


literature as the Ehlers-Danlos syndrome has been 
reviewed after listening to a recent excellent pa- 
per on the subject’. 

For better understanding of what one is talking 


about, the use of the eponym in the first line of a 
continued on page 85 


Fic. 3. Dermo-hyperlaxity-hyperelasticity. (photo at left, courtesy of Dr. E. Tissi, Rovigo, Italy). 
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ment, The Memorial Hospital. 


rete as used here, is defined as a deficiency 
of oxygen in the newborn infant. This con- 
dition underlies each of the major contributing 
causes of neo-natal mortality vis., cerebral hem- 
morhage, prematurity and atalectasis. Its recog- 
nition cannot be over-emphasized. It is said that 
the mortality in the first fifteen minutes of life 
exceeds that of any subsequent month, that there 
are more neo-natal deaths than stillbirths, and an- 
oxia is usually a dominant feature at this time. 

The degree to which infants can withstand an- 
oxic insult is debatable. Smith & Kaplan’ have 
observed apparent complete recovery in infants 
who have undergone periods of seven or even 
fourteen minutes of complete apnea. One is cur- 
ious about the later growth and development of 
every such infant. On the other hand, Henderson* 
states that delay in respiration at delivery for 
more than thirty seconds at the most is patho- 
logic and pathologic changes may ensue. 

It is true that infants are able to survive much 
longer in the absence of oxygen than are adults, 
but it should be noted that the result often is 
merely survival, and that the integrity of certain 
finer structures may be risked during the process. 
This mechanism, advantageous as it may be to the 
race, may work out to the utter disadvantage of 
individual babies by allowing them to live through 
anoxic episodes which would kill an adult, only 
to be left with permanent damage to the central 
nervous system. Evidence has been presented from 
studies made at the Emma Pendleton Bradley 
Home*® to explain characteristic behaviour dis- 
turbances of childhood on the basis of cerebral 
anoxia, some instances of which may be attributed 
to the newborn period. 

To appreciate anoxia of the newborn a few 
basic facts need to be elaborated. Oxygen is con- 
veyed to the tissues of the body by hemoglobin, in 
*Presented at the John F. Kenney Annual Clinic of the 

Memorial Hospital Internes’ Alumni Association, at Paw- 
tucket, R. I., November 10, 1948. 


the form of oxyhemoglobin. Evidence seems to 
indicate that hemoglobin in the fetus and new- 
born infant is a different substance from the hem- 
oglobin of extra-uterine life. A characteristic of 
hemoglobin in the fetus and the newborn, is its 
power to take up oxygen at tensions where the 
hemoglobin of adults must relinquish this gas. 
Such a relationship is ideal for oxygen exchange 
from maternal to fetal circulation in utero, but may 
result in rather inefficient discharge of oxygen to 
the tissues thereafter. This peculiarity appears to 
continue in diminishing degree for about thirty 
days after birth, as though fetal hemoglobin were 
being steadily replaced by pigment better adapted 
to extra-uterine conditions. 

Another characteristic of the respiratory sys- 
tem is the low. activity of carbonic anhydrase in 
the blood. This deficiency, still more marked in 
the premature than in the full term newborn in- 
fant, must lower the speed at which blood can 
give off carbon dioxide in the lungs, and accord- 
ingly, retard the process of oxygen uptake, even 
in the presence of normal lungs and a normal 
amount of hemoglobin. It may be an explanation 


for the helpfulness of transfusions of adult blood 


in relieving ill defined signs of poor progress in 
very young infants. 

Discussion of pulmonary respiration in the new- 
born infant requires some statement concerning 
the mechanism of its onset. Human and other 
animal fetuses have occasional periods of thoracic 
movement as precursors to extra-uterine breath- 
ing, and a diminution of oxygen or elevation of 
carbon dioxide in the fetal circulation stimulates 
these movements. Stimuli of a similar nature are 
presumable responsible for the initiation of breath- 
ing at the time of delivery. States of sufficiently 
severe and prolonged anoxia can presumably alter 
the sensitivity of the mechanisms involved, so 
that upon separation of the placenta the infant 
may breathe with irregularity and inefficiency, or 
may fail to breathe at all. Such degrees of anoxia 
must be quite extreme. 

Anoxia is characterized clinically by absence or 
irregularity of the respiratory movements and by 
cyanosis. Either anoxia has played a prominent 
part in bringing about the initial respiratory fail- 
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ure, by disorganization of the neurons of the res- 
piratory center to the extent that their capacity 
to respond to stimuli is diminished, or anoxia has 
resulted from interruption of respiration from 
other causes. Manifestitations of anoxia in the 
blood consists of a decrease in oxygen content, an 
accumulation of lactic acid, an uncompensated 
alkali deficit and an alteration in the carbon-diox- 
ide tension. Cyanosis occurs because of the initial 
high concentration of reduced hemoglobin and 
the further reduction of oxyhemoglobin in the 
systemic capillaries and the tissues. 

Asphyxia livida and asphyxia pallida are merely 
clinical gradations of states of anoxia. The man- 
ifestations of asphyxia livida are less severe and 
prognosis is more favorable than for asphyxia pal- 
lida. Asphyxia livida may progress into asphyxia 
pallida. 


(AFTER BIRTH) 

Several pathological conditions in the infant are 
to be considered as causing anoxia. viz. 

1) Prematurity is the most prominent factor 
in anoxia. This is due to the fact that respiratory 
reflexes are too rudimentary to respond to ordi- 
nary stimuli, that premature infants are more sus- 
ceptible to those injuries which impair vital func- 


tions, such as cerebral hemmorhage, and to the . 


low activity of carbonic anhydrase. 

2) Atalectasis or simple incomplete expansion 
of the lungs, usually at the bases. Two-thirds of 
neonatal deaths are caused by the effects of incom- 
plete pulmonary dilatation. 

3) Congenital heart disease of any type which 
permits the admixture of venous and arterial blood, 
or which results in a diminished blood volume 
through the pulmonic circulation. 

4) Cerebral hemmorhage with involvement of 
the vital centers of the medulla. 

5) Enlarged thymus, preventing adequate pul- 
monary expansion. 

6) Diaphragmatic hernia, with escape of the 
intestines into the pleural cavity. 

7) Stenosis or obstruction of the respiratory 
tract. 

- 8) Congenital anomalies. 
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continued from page 83 


title is discouraged, while the use of a title giving 
a hint of what one is talking about is favored. 


Re-examining a case reported twelve years ago, 
a finding to which no atention was paid then, was 
reconsidered. The case, if the family history is 
to be accepted, would be one of an acquired syn- 
drome following trauma, which would be the first 
and only one ever reported. 


A certain resistance to trauma seems to have 
been built up in this case. 


The dermofragility appears as limited to face, 
elbows, knees, shins. 
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UR RESPONSIBILITY should be to bring into this 
O world a baby, which if it is incapacitated, has 
not been brought into that state by any negligence, 
ignorance, lack of skill, or overzealousness on our 
part. 

Fetal brain cells are exceedingly susceptible to 
anoxia, less than 5 volume per cent of oxygen in 
umbilical blood is accompanied by clinical asphyxia, 
and even a brief fall below 1 volume per cent so 
damages the nerve cells of the respiratory centre 
that respiration is no longer possible. Therefore, 
adequate oxygenation to the fetus is necessary all 
the time to avoid nervous system damage. Since 
the mechanism, whereby the fetus eventually re- 
ceives oxygen, includes the mother’s respiratory 
and cardiovascular systems, the placenta, and the 
umbilical cord, it is important to maintain careful 
and intelligent supervision during the prenatal pe- 
riod, labor, the time of delivery, and the immediate 
postpartum period, to detect and to correct any 
defects. 

Mother’s anemias should be recognized and 
treated. Cardiac disease should be detected. Dia- 
betics should receive adequate treatment, not only 
from the standpoint of their insulin intake, but also 
with a view of their lack of endocrines. A con- 
stant lookout for symptoms of pre-eclampsia with 
prompt measures instituted will save much grief 
and many babies. Bleeding or staining in any 
amount during the last trimester may be the fore- 
runner of a serious placental separation. If your 
patients are briefed as to the important danger 
points to look for, no matter how slight they may 
seem, trouble will not strike you unannounced. 

During labor there should be frequent checks 
of the fetal heart rate. Every 30 minutes during 
the first stage, to every few minutes at the time of 
the time of delivery. If there is trouble, a change 
in the fetal heart rate can easily be detected. First 
*Presented at the John F. Kenney Annual Clinic of the 
Memorial Hospital Internes’ Alumni Association, at Paw- 

tucket, R. I., November 10, 1948. 


there is an increased rate to 160 to 200. This in- 
crease is of short duration and soon falls to a slower 
rate. A rate of 100 usually indicates a beginning 
asphyxia, and a fetal heart rate of 80 warrants 
prompt interference. 

Maternal hemorrhage may cause fetal anoxia. 
In the case of a placental separation, with consid- 
erable bleeding, a blood transfusion should be given 
before the baby is delivered. Anoxia can be pro- 
duced by frequent, prolonged, severe uterine con- 
traction causing a diminished placental circulation. 
This explains the frequency of stillbirths in preci- 
pitate deliveries, and also explains how posterior 
pituitary extract used during labor sometimes 
causes the infant’s death. Small amounts of an anes- 
thetic will help to relieve the tetanic type of con- 
tractions, and of course, pituitrin should not be 
used , or if employed, with great caution. 

There should be a prudent, conservative man- 
agement of labor with an avoidance of trauma. 
We should be especially alert in the matter of pre- 
mature babies. The mortality rate diminishes as 
the weight increases. Every possible precaution 
should be employed to keep the mortality rate at 
a low level. Oxygen is a good weapon, given to the 
mother before and to the baby after delivery. The 
risk of brain injury and intracranial hemorrhage 
are much greater in the premature than in the nor- 
mal infant. 

We should preserve the membranes as long as 
possible, and terminate the second stage of labor, 
with an episiotomy, and the application of forceps, 
if delivery is delayed after the episiotomy. Breech 
delivery in primiparas is at the best a dangerous 
proposition, but in the case of a premature infant, 
it is most dangerous. Caesarean section is a safer 
way out in the great majority of the cases. In op- 
erative delivery, there should be an ever present 
thought that over enthusiastic traction may bring 
about irreparable damage. The avoidance of un- 
necessary trauma, by skillful technique, is imper- 
ative, and above all, in the prevention of anoxia 
is proper and carefully administered analgesics 
and anesthesia. 

Dr. Cole and his associates, in a study of 5000 
newborn infants, found that sedatives, in any 


amount, definitely increased the incidence of as- 
continued on page 116 
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W'* ARE PLEASED to see that smoke pollution has 
got on the front page of the newspaper 
again. Several years ago the Providence Medical 
Association under the leadership of Dr. B. Earl 
Clarke started a campaign to clear the air of Provi- 
dence. This is a worthy move and it is one that 
should well be initiated by medical men, for smoke 
pollution is definitely a health hazard. It has long 
been recognized that dwellers in cities in winter 
time rarely get enough vitamin D unless they sup- 
plement the action of the sun’s rays by taking such 
things as cod liver oil. A remarkable talk before the 
Providence Medical Association by a visiting 
physician a few years ago showed definitely that in 
such large cities as Pittsburgh and Cincinnati, the 
areas where smoke was the worst had the highest 
incidence of respiratory diseases. Cleanliness is a 
large factor in health work and certainly it’s diffi- 
cult to keep clean in Providence. 


Providence has an excellent anti-smoke ordi- 


nance, but ordinances are good only as they are en- 
forced. A striking example of this was the good 
law against water pollution and the absolute disre- 
gard of it in this area for a number of years. We are 
told that in St. Louis a smoke campaign succeeds 
only if it is strongly backed by the local govern- 
ment. People in political life are normal human 


SMOKE POLLUTION 


beings. They are like the rest of us; they have 
many troubles of their own. Naturally they are 
not looking for trouble, and it means trouble to 
clean up the smoke filled air of a city like Provi- 
dence. Of course, every large concern, other 
things being equal, would like to conduct their bus- 
iness without smoke. Even those in charge of the 
Providence County Court House, which is one of 
the worst offenders, would undoubtedly feel this 
way. But, other things are not equal. It takes for 
a starter, at least, considerable money, new equip- 
ment and it takes what is even worse, a lot of bother 
to arrange that fuel should be burned without 
smoke. As to the first of these two items: We 
were told in St. Louis that there is general satis- 
faction now that they have been forced to efficient 
handling of their fuel. They find they are saving 
money in doing so. Smoke means inefficient and 
uneconomical use of fuel. We do not think that 
we are especially caustic when we emphasize that 
it will be necessary to keep continual pressure on 
the authorities and on the big concerns if we hope 
to clear and keep clean our city. Over optimism 
is a common fault of those in high places. A few 
years ago we were far more pessimistic than the 
authorities as to the extent of pollution down the 


Bay. It was not long however before some of our 
continued on next page 
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pessimism was backed up by a governmental ordi- 
nance. 

We are optimistically told we do not have to 
worry about the railroad ; that soon diesel engines 
will supplant all coal burning locomotives. Diesel 
engines are expensive, slow to produce and we 
fear it will be a long while before many of the coal 
burners are junked. As we walk down the north 
side of College Hill and find the Athenaeum ob- 
scured by judicial smog we must not be too opti- 
mistic about new oil burners. We feel also that oil 
burners should have official oversight. We can 
go out doors now and rub black oil off the sides of 


HE ENDORSEMENT by the House of Delegates of 

the Rhode Island Medical Society of the spe- 
cial assessment of $25 made by the American Med- 
ical Association should be supported by every phy- 
sician in this state. Doctors individually have been 
complaining for some time that major efforts in 
educating the public to the dangers inherent in a 
politically controlled system of medicine have been 
carried on outside the structure of the American 
Medical Association. , 

We have editorialized in the past for a stronger 
American Medical Association, and we have main- 
tained that we, the active physicians of Rhode 
Island and the other states of the country, are the 
American Medical Association. Now our national 
organization has made a definite step towards a uni- 
fied countrywide program, not directed to Congress, 
but to the American people who would have to pay 
the tax bill for an inferior system of medical care 
under a compulsory health program such as some 
legislators have proposed. 


HEN the Health Insurance Committee of the 
Society presented the Rhode Island Plan 
which was subsequently adopted by the Society, it 
established as the income limits below which the 
subscriber would be eligible for the service features 
of the program, at $2,000 for the individual, and 
$3,000 for the family. These limits were fairly gen- 
eral throughout the country at that time, and while 
they may have represented an arbitrary figure in 
some localities, they fitted well into the Rhode Island 
picture, as the committee’s initial study report re- 
vealed. 
Now, a year and a half after the committee’s 
study, a new situation has presented itself. As in- 


THE AMERICAN MEDICAL ASSOCIATION ASSESSMENT 


SURGICAL PLAN INCOME LEVELS 
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our buildings. We hope these remarks are not too 
carping. We realize well that there are many diffi- 
culties about this complicated reform but we do 
feel that we should be insistent about it. 
Shakespeare asked, ““What’s in a name?” Ameri- 
cans have shown in late years by their innumerable 
changes that they attach great importance to a 
name. The efficient head in St. Louis is called 
Smoke Commissioner. Apparently the head of 
this work in Providence is “the city’s chief air 
pollution regulation engineer”. That name does 
not suggest efficiency to us. 


As physicians we have a perfect right to fight 
for our rights. As citizens we must fight for the 
rights of all citizens to remain free to order their 
own lives. Proponents of the compulsory plan 
stoutly maintain that they are not trying to regi- 
ment the doctors; that they are not attempting to 
socialize medicine. 

But Federal Security Administrator Ewing states 
he plans a program modeled after the British sys- 
tem. Great Britain today is fast approaching a 
total Socialist state. Whether you call it govern- 
ment ownership, socialism, or communism, they all 
total up to the same thing—control by the political 
authorities, loss of freedom for the individual 
citizen. 

Medicine has a story to tell. It must give the 
hardpan, factual information to the people of this 
country on how it is prepared to extend its services 
in the coming years to aid in solving problems re- 
garding the public’s health. 


come from wages rose for workers in all our in- 
dustries the service feature of the surgical plan was 
not available to the majority of the potential sub- 
scribers. 

After careful study of all phases of the problem 
the Committee has recommended new income limits, 
providing the service feature for the individual 
with an annual income of $2,400, for the individual 
with one dependent whose annual income is $3,000, 
and for the individual with two or more dependents 
whose income is $3,600. These recommendations 
were unanimously adopted by the House of Dele- 
gates to go into effect immediately. 
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EDITORIALS 


This action should create a new interest in surgi- 
cal coverage in Rhode Island. Certainly the thirteen 
major insurance companies participating in the 
program are in a better position to merchandise 
contracts for employed groups. For the worker 
the new limits represent a definite contribution to 
assist him in planning his social security, and that 
of his dependents, in a voluntary manner, and far 
more satisfactorily than could ever be achieved by 
a compulsory taxation system under political con- 
trol. 


For the physicians of this state the acceptance of 
the new limits is both a sacrifice and a contribution. 
It is a sacrifice because no increase has been made 
in the schedule of fees to be paid the physician, in 
spite of his problem or rising expenses for both 
his family and his professional practice. It is a con- 
tribution because it represents a waiver of the right 
to claim the prevailing surgical fee for surgical 
procedures rendered for persons within the income 
limits. 

We would remind those who are critical of medi- 
cine, and especially those who are proponents of 
political control of the medical profession, that no 
organization, nor any professional group, makes 
greater voluntary contributions to the public’s 
health and welfare than our physicians. 
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EXAMINATION OF FOOD HANDLERS 


Mr. John E. Farrell, Secy. 
Rhode Island Medical Society 
106 Francis Street 
Providence, Rhode Island 
January 21, 1949 
Dear Mr. Farrell: 

Through the action of the State Legislature, 
made April, 1948, the State law concerning F 
Handlers cards was repealed, which reactivated 
the City Ordinance covering this subject. 

According to the City Ordinance and regula- 
tions, all Food Handlers must still obtain cards, 
but in the following manner: 1. Cards are issued 
directly on examination at the Charles V. Chapin 
Hospital between the hours of 2-4:30, or cards will 
be issued from the office of the Health Depart- 
ment, City Hall, on presentation of a Food Han- 
dlers examination signed by his personal physi- 


cian. 

The personal forms for Food Handlers examin- 
ation may be obtained by the physician from the 
Health Department. A physician who feels that 
there is no evidence of tuberculosis, syphilis or 
gonorrhea and that there is no typhoid fever his- 
tory, answers “no” to the four questions and signs 
his name. The physician is the judge whether lab- 
oratory tests are required. 

A little later this department in conjunction 
with the tuberculosis program will conduct a 
Mass X-Ray campaign for all food handlers. This 
campaign will be separate and apart from the food 
handlers examination. 


Very truly yours, 
JOSEPH SMITH, M.D. 
Superintendent of Health 


ALL MEMBERS OF THE SOCIETY ARE CORDIALLY INVITED TO ATTEND 


The Second Aunual 
DR. ISAAC GERBER Oradion 


Sponsored by the Staff of the Miriam Hospital 


WEDNESDAY, MARCH 30, 1949 at the R. I. Medical Society Library, 8:30 p.m. 


“RECENT DEVELOPMENTS IN THE MANAGEMENT OF 
THE FAILING HEART” 


The Topic: 


HARRY GOLD, M.D. of New York, N. Y. 
Professor of Clinical Pharmacology, Cornell University 
Medical College 


The Orator: 


Committee on Arrangements of Miriam Hospital Staff: 


EskE WINDSBERG, M.D., Chairman 
Louis I. KRAMER, M.D. JosEPH B. WEBBER, M.D. 
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The Prescription Store... Since 1849 


Chill is Vital in Filling Prescriptions 


As vital as any ingredient written 
down is the skill with which a pre- 
scription is filled. Your patients can 
bring your prescriptions here assured 
that they will be compounded accu- 
rately by a qualified registered 
pharmacist — who uses only the 
highest quality drugs. Your patients 
get exactly what you order. 


BLANDING BLANDING 


155 Westminster Street * PROVIDENCE * 9 Wayland Square 
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in 


coliti 


Seee 


The severe, painful spasm associated with the hypertonic or hyperactive bowel 
of colitis suggests the need for the combined spasmolytic-sedative action of — 


PAVATRINE with PHENOBARBITAL 


(8-diethylaminoethyl fluorene-9-carboxylate hydrochloride) 


Pavatrine, a potent, well-tolerated, synthetic spasmolytic, is unique because of 
its combined neurotropic and musculotropic action on painful, smooth muscle 
spasm. The inclusion of the mild central nervous system sedative, phenobarbital, 
affords effective symptomatic relief in such prevalent conditions as gastroin- 
testinal hypertonicity, pylorospasm associated with peptic ulcer, dysmenorrhea 
and bladder spasm. 


a x G. D. SEARLE & CO. 
Research in the Service of Medicine Chicago 80, Illinois 
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DISTRICT SOCIETY MEDICAL MEETINGS 


HE ONE HUNDRED AND SECOND annual meeting 
of the Providence Medical Association was held 
at the Medical Library in Providence on Monday, 
January 3, 1949. The meeting was called to order 
by the President, Dr. Philip Batchelder, at 8:35 
p-m. 
The reading of the records of the previous meet- 
ing was omitted with the consent of the members 
present. 


Annual Report of the Secretary 

The Secretary, Dr. Daniel V. Troppoli, presented 
his annual report which is attached to and made an 
official part of the minutes of this meeting. The 
report was accepted and placed on file. 


: ... Providence Journal Photo 
Dr. George W. Waterman, elected President of the 
Providence Medical Association at that group’s annu- 
al meeting on January 3, accepts the gavel from 
retiring President, Dr. Philip Batchelder. 


Annual Report of the Treasurer 

In the absence of the Treasurer, Dr. J. Murray 
Beardsley, his annual report was read by Dr. Trop- 
poli. The report was accepted and placed on file and 
made part of the official proceedings of the meeting. 


Report of the Executive Committee 

Dr. Troppoli reported that at a recent meeting 
the Executive Committee viewed and approved a 
proposed budget for the Association for 1949 in 
the amount of $7,075 as submitted by the Treasurer. 

The Committee also voted to recommend that 
the dues of members for the year 1949 be set at $15 
for active members, and $5 for associate members. 

The motion was made, seconded and adopted that 
the proposed budget be accepted, and the recom- 
mendation regarding the dues for 1949 be adopted. 


President’s Annual Address 

Dr. Philip Batchelder delivered his presidential 
address in which he traced the organization of our 
society from primitive times to our modern age, 
tracing the development of voluntary fire, police, 
and educational institutions to their gradual evolu- 
tion as public services supported by public tax 
funds. The arrival of public schools he stated did 
not eliminate private schools of all grades. 

Some form of taxed medical practice is an out- 
growth of civilization and therefore we should try 
to control the process by evolution rather than revo- 
lution. He clearly pointed out that he does not 
advocate state medicine, because it has many bad 
features, but he does believe it is inevitable. 

Various voluntary medical plans are proving 
grounds from which finally a scheme can be evolved 
which will be nationwide in scope. He concluded 
by urging us to take the viewpoint that we are 
developing a plan that will work equally well under 
private or public management. 


Election of Officers for 1949 

The Secretary read the slate of officers proposed 
by the Executive Committee to serve the Associa- 
tion in 1949, as follows: 
PV GEORGE W. WATERMAN, oD. 
Vice President UBALDO E. ZAMBARANO, ™.. 
Secretary DANIEL V. TROPPOLI, 


J. MURRAY BEARDSLEY, ™.. 
continued on page 94 
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The most potent androgen... 


PERANDREN 


(testosterone propionate U.S.P. XIII) 


IN THE MALE “The principal usefulness .. . has been as a replacement therapy . . .”! 


when functional or organic testicular deficiency exists. 


The chief indications are the male climacteric, hypogonadism, and impo- 
tence due to glandular causes. 


Dosage is from 10 to 25 mg. one to three times a week. Perandren 
should be Fatt ts or the dose decreased if priapism super- 
venes, or if mental excitement occurs. The amount administered to 
prepuberal boys should be insufficient to precipitate puberty. 


IN THE FEMALE “...the use of androgens in women has resulted in . . . more effective 
management of a variety of clinical disorders.” 


These include the menopausal syndrome, functional uterine bleeding and 


dysmenorrhea. 
Dosage should not exceed 300 mg. per month. Perandren should 
be discontinued or the dose decreased if signs of masculinization 
appear. 
1. Grollman, A.: Essentials of Endocrinology (Lippincott—Phila., 1944). 
2. Carter, Cohen and Shorr: Vitamins and Hormones (Academic Press), 

Volume V, 1947. 

¢ For further information write Medical Service Division. 

PERANDREN, multiple-dose vials 10 cc., 10, 25 and 50 mg. per cc., 


and ampuls 5, 10 and 25 mg. 


Vi C | a PHARMACEUTICAL PRODUCTS, INC., SUMMIT. NEW JERSEY 


PERANDREN — Trade Mark Reg. U.S. Pat. Off. AN 
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Councillor to State Society 
Trustee (1 year) 


Executive Committee 


(2 members for 3 year i os BATCHELDER, . p. 
J 


terms) OHN E. MYRICK, mo. 


Delegates to House of Delegates 
of Rhode Island Medical Society 


Robert Baldridge, M.D. 
Philip Batchelder, M.D. 
J. Murray Beardsley, M.D. 
Alex M. Burgess, M.D. 
E. Victor Corirad, M.D. 
Paul C. Cook, M.D. 
Frank B. Cutts, M.D. 
William P. Davis, M.D. 
Donald DeNyse, M.D. 
John A. Dillon, M.D. 
William J. H. Fischer, M.D. 
David Freedman, M.D. 
Peter F. Harrington, M.D. 
William Horan, M.D. 
Russell R. Hunt, M.D. 


Dr. Troppoli reported that no counter nomin- 
ations had been filed with him, and, therefore, he 
moved that the slate be accepted by the Association. 
The motion was seconded and adopted. 

Dr. Batchelder named Dr. Russell S. Bray and 
Dr. Paul C. Cook as a committee to escort the new 
President to the rostrum. 

Dr. Waterman expressed his thanks and appre- 
ciation to the members of the Association for the 
honor paid him, and he asked for their continued 
support during the year. He also reported that the 
list of committee appointments would be published 
in the February issue of the Rhode Island Medical 
Journal, and prior to that time all members would 
be notified. 


Communications 
Dr. Batchelder called for communications to be 
read to the Association, and Dr. Troppoli reported 


Albert H. Jackvony, M.D. 
Walter S. Jones, M.D. 
Louis I. Kramer, M.D. 
Herman A. Lawson, M.D. 


Robert G. Murphy, M.D. 
John E. Myrick, M.D. 
Michael J. O’Connor, M.D. 
Edwin B. M.D. 
Louis A. Sage, M.D. 

Daniel V. Troppoli, M.D. 
George W. Waterman, M.D. 
Frederick A. Webster, M.D. 
Ubaldo E. Zambarano, M.D. 


Write for Sample 


The Alkalol Company, Taunton 12, Mass. 


ALBERT H. JACKVONY, m.. 
PAUL C, COOK, 


Herman P. Grossman, M.D. 


Edward A. McLaughlin, M.D. 
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on a message from the Executive Office of the 
State Medical Society relative to the problem of fees 
for insurance examinations. 


Annual Reports of Committees 

Dr. Batchelder reported that many of the com- 
mittees had filed their annual reports and that each 
report would be published in the Rhode Island 
Medical Journal, and, therefore, they would not be 
read at the meeting. 


Nominees for Election to Membership 
Dr. Troppoli reported that the Executive Com- 
mittee recommended for election to active member- 
ship in the Association the sais physicians : 
Robert V. Lewis 
Thomas Perry, Jr. 
John Turner II 
Dr. Kelley moved that these applicants be un- 
animously elected to membership. The motion 
was seconded and adopted. 


Scientific Program 

Dr. Batchelder introduced Dr. Robert V. Lewis, 
Haffenreffer Fellow in Medicine, Brown Univers- 
ity and Rhode Island Hospital, who spoke on “Floc- 
culation Tests in Liver Disease.” 

Dr. Lewis discussed flocculation tests in liver 
disease particularly in their use to differentiate 
between cirrhosis of the liver and infectious hepati- 
tis. 

When the liver function changes, there are 
changes in the blood proteins which cause floccula- 
tion reactions. In cirrhosis of the liver and infec- 
tious hepatitis we get positive flocculation tests 
whereas in extra hepatic obstruction we do not 
unless the process is so great as to cause liver 
damage. 

In the blood proteins, we find albumen and three 
types of globulins. There is an increase in thymol 
turbidity in both the above diseases, but there is 
a difference in the increase in each. When we havea 
high thymol turbidity, it is most likely hepatitis, 
and when not too high, it is cirrhosis. When globul- 
in is increased, albumen is decreased in all liver 
disease. If albumen is low and globulin is not in- 
creased, we can exclude cirrhosis and hepatitis. 
The flocculation tests result in the inability of liver 
cells to detoxify toxic substances and then toxic 
substances react on the lymphocytes to produce 
globulins. 

The second guest speaker was Dr. Charles L. 
Farrell of Pawtucket, Chairman of the Committee 
on Public Policy and Relations of the Rhode Island 
Medical Society, who discussed “Medical Public 
Relations — The American Medical Association 
and The Rhode Island Medical Society.” 

Dr. Farrell discussed public relations, prepaid 
medical care, cash sickness benefits, and finally 


socialized medicine. 
continued on page 96 


= 
~ 
KK 


FEBRUARY, 1949 


NOW .... 
SPARKLING FLAVORS 


PASTEURIZED 
FOR PURITY 


past four years View § 


Charles Myers, an above knee amputee, wore his 
first Hanger Limb over eight years ago. ‘‘During 
that time | was in Central America, Mexico, and PLUS \ 
Canada. In Central America | worked on air route DEPOSIT 

surveys under jungle conditions. | found that my Phos : 
Hanger Limb stood up well.’’ The sturdiness and 

dependability of the Hanger Limb allows wearers to 
return to normal life. Many, such as Mr. Myers, find 
they can continue their unusual occupations. 


ARTIFICIAL 
HANGE LIMBS WHITE ROCK BOTTLING COMPANY 


441 STUART STREET OF 
BOSTON 16, MASS. RHODE ISLAND 


L. acidophilus in refined mineral oil jelly, chocolate ARLINGTON 
flavored — provides natural, physiologic approach 

to correction of stasis. Supplies lactobacilli, pre- > CHEMICAL 
dominant flora of the normal intestine . . . gently COMPANY 
lubricates. Restores normal function without griping, 

flatulence, diarrheic movements. Melting point YONKERS 1, . 
adjusted to prevent leakage. Jars containing 6 oz. NEW YORK 


*The word NEO-CULTOL is a regisfered trademark of 
The Arlington Chemical Company, 
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continued from page 94 


He stressed the point that now more than ever, 
we need good public relations. We must win over 
the public. Unless physicians solve this problem 
soon, we will not have the opportunity to solve it. 
Merely giving good service is not enough, interpret- 
ing that service is essential. He urged each man to 
take interest and get his shoulder to the wheel and 
not leave all the work to a few committees. 

On prepaid medical care, he claims the Rhode 
Island plan is one of the best in the country in spite 
of the statement in the Providence Journal that this 
State is trailing all others. 

A new form is contemplated on cash sickness 
benefits. He feels that with this setup, all friction 
will be eliminated. 

He quoted many excerpts from Dr. Hawley’s 
recent speech regarding socialized medicine. Presi- 
dent Truman actually believes that socialized 
medicine is good for the people, and he does not 
have any political ideas about it. Also Mr. Ewing is 
surrounded by the most radical thinkers in medical 
care, knowing very little about it himself. 

Dr. Farrell concludes by urging every individual 
to do something every single day of their lives to 
educate their patients to all the truths in this con- 
troversy. 

Attendance was 130. 

The meeting adjourned at 10:30 p.m. 

Collation was served. 

Respectfully submitted, 


DANIEL V. TROPPOLI, M.D., Secretary 


WOONSOCKET MEDICAL SOCIETY 


The fall 1948 meeting of the Woonsocket Dis- 
trict Medical Society was held at the St. James 
Hotel on the twenty-third of November. The meet- 
ing was called to order by the President, Dr. 
Richard Dowling. The minutes of the last meeting 
were read and approved. 

The President appointed Dr. F. J. King, Dr. J. 
Reilly, and Dr. G. Crepeau as a nominating com- 
mittee to select a slate of officers for 1949. Dr. 
Thomas J. Lalor, President ; Dr. Leo Dugas, Vice- 
President; Dr. Alfred King, Secretary; and Dr. 
Paul Boucher, Treasurer. Delegates to the State 
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Society : Dr. Victor Monti and Dr. Henri Gauthier, 
Councillors: Dr. Saul Wittes and Dr. George 
Keegan. Censors: Dr. Joseph McKenna, Dr. Eu- 
clide Tremblay, and Dr. George Crepeau. The slate 
nominated was unanimously elected. Dr. Lalor then 
took the chair. 

The application of Dr. Francis Vose for mem- 
bership in the Society was considered and approved. 
He was unanimously voted a member of the Society. 

The meeting was adjourned at 10:30 and a buffet 
collation was served. 


Respectfully submitted, 
ALFRED E. KING, M.D., Secretary 


PAWTUCKET MEDICAL ASSOCIATION 


The regular monthly meeting was held on 
December 23, 1948, at 6:30 p.m. in the Pawtucket 
Golf Club. This meeting was unique in that it 
was not a scientific session but instead was the 
first Christmas Party of the Association. 

After a steak dinner a brief business meet- 
ing was called to order by the President, Dr. Earl 
Mara. The secretary read a communication from 
the Executive Secretary of the Rhode Island Med- 
ical Society relative to the increased fees for in- 
surance examinations. This was elaborated upon 
by Dr. Charles Farrell. 

Entertainment was then offered by Mr. Lucien 
Lemieux, pianist of St. Raphaels Academy, Wil- 
liam Zonfrillo, violinist and concert master of 
West High School and Eunice McSweeney, age 
eight, Zylophonist. 

Dr. Earl Kelly presided ably as toastmaster and 
finally introduced Santa Claus who distributed a 
gift to each one present, each member having 
brought a gift at the opening of the party. 

Thirty-four members attended. 


Respectfully submitted, 
KrieRNAN W. M.D. 
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éYELID DERMATITIS 


Frequent symptom of 
nail lacquer allergy 


AR-EX HYPO-ALLERGENIC NAIL POLISH 


In clinical tests proved SAFE for 98% 
of women who could wear no other 
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At last, a nail 
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PIONEERS in Research and 


Leadership thru the vears in combating 


DOHO in realizing the need for a potent, 
topical, well tolerated ear medication, yet 
mindful that no one formula could be suitable 
for all conditions... devoted every facility 
and scientific resource to the development and 
perfection of AURALGAN and OTOSMO. 
SAN. Each has its sphere of usefulness... 
each has been tested and clinically proven in 
many thousands of cases. Reprints and sub- 
stantiating data sent on request. 


EACH A SPECIFIC... both effective! 


hes is a scientifically prepared, completely water-free Gly- 
COUPE cerol (DOHO) having the highest specific gravity 

Acute oritis obtainable, containing antipyrine and benzocaine... 

Sha Rea “2 which by its potent decongestant, dehydrating and anal- 
gesic action provides effective relief of pain and inflam- 

mation. 


0-TOS-MO-SAN is not just a mere mixture, but a scientifically potent 
pA. 4 chemical combination of Sulfathiazole and Urea in 

IN CHRONIC SUPPURATIVE AURALGAN Glycerol (DOHO) base... which exerts 

OTITIS MEDIA,FURUNCULOSIS Howerful solvent action on protein matter, liquefies 
and dissolves exuberant granulation tissue, cleanses and 
deodorizes, and tends to exhilarate normal tissue heal- 
ing in the effective control of chronic suppurative otitis 
media, 


Literature and samples on request 


THE DOHO CHEMICAL CORPORATION 
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COMMITTEES FOR 1949 


Committee on Pre-School Examinations 


Joseph Smith, M.D., Chairman 
Charles B. Lewis, M.D. 
Robert M. Lord, M.D. 

Merle M. Potter, M.D. 

John T. Monahan, M.D. 
Morris Botvin, M.D. 


Committee on Air Pollution 


Edward S. Cameron, M.D., Chairman 
Alex M. Burgess, M.D. 
Anthony Corvese, M.D. 
Edward F. Burke, M.D. 
Frank W. Adams, M.D. 


Advisory Committee to the Community Workshops, Inc. 


Clifton B. Leech, M.D., Chairman Committee on Public Relations 


Raymond F. Hacking, M.D. 
William A. Horan, M.D. 
Louis A. Sage, M.D. 
Nathan A. Bolotow, M.D. 
Catherine Zouraboff, M.D. 
John Langdon, M.D. 


Committee on Entertainment 


Nathan A. Bolotow, M.D., Chairman 
William P. Shields, M.D. 

Herman P. Grossman, M.D. 

Ralph DiLeone, M.D. 

Robert H. Whitmarsh, M.D. 


Committee on Ethics and Deportment 


Harry C. Messinger, M.D., Chairman 
Henry B. Moor, M.D. 

E. Victor Conrad, M.D. 

Michael J. O’Connor, M.D. 

John G. Walsh, M.D. 

Laurence A. Martineau, M.D. 

Henry F. McCusker, M.D. 

William Fain, M.D. 


Committee on Legislation 


Frank B. Cutts, M.D., Chairman 
Albert H. Jackvony, M.D. 
James Fagan, M.D. 

Henry S. Joyce, M.D. 

U. E. Zambarano, M.D. 


Medical Milk Commission 


Frank I. Matteo, M.D. 
Reuben C. Bates, M.D. 
John Langdon, M.D. 
Henry E. Utter, M.D. 
D. William Bell, M.D. 
Thomas J. Dolan, M.D. 
Harold Calder, M.D. 
Walter S. Jones, M.D. 


Morris Botvin, M.D., Chairman 
Charles J. Ashworth, M.D. 
Clifton B. Leech, M.D. 


Reading Room Committee 


Francis V. Garside, M.D., Chairman 


Hugh E. Kiene, M.D. 
Edmund A. Sayer, M.D. 


Committee on Tuberculosis 


John C. Ham, M.D., Chairman 
Ubaldo E. Zambarano, M.D. 
Joseph N. Corsello, M.D. 
Peter F. Harrington, M.D. 
Florence M. Ross, M.D. 

James P. Deery, M. D. 

Frank A. Merlino, M.D. 

J. Murray Beardsley, M.D. 


Prize Case Report Contest Committee 


Clarence E. Bird, M.D., Chairman 
Frank B. Cutts, M.D. 

Albert H. Jackvony, M.D. 

Louis I. Kramer, M.D. 

Robert H. Whitmarsh, M.D. 


Committee to Study a Group Health and Accident Plan 


R. G. Murphy, M.D.,. Chairman 
Emanuel Benjamin, M.D. 
James H. Cox, M.D. 


Telephone Committee 


John G. Walsh, M.D., Chairman 
William P. D’Ugo, M.D. 

E. Victor Conrad, M.D. 

Nathan Rakatansky, M.D. 
Henry S. Joyce, M.D. 
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(COMBINED SULFONAMIDES) 


OBSERVATION 


“ .. a saturated aqueous or urinary solution of one derivative of sul- 
phanilamide could still be fully saturated with a second and third 
sulphonamide . . . each of the compounds behaving as though it 
were present alone and exerting no influence on the solubility of 
the others.”! 


CONCLUSION 


“,.. the danger of the formation of sulphonamide crystals in the 
renal tubules could be considerably reduced by employing com- 
binations of partial dosages of two or three therapeutically equiva- 
lent sulphonamides rather than the full dosage of any one single 
compound.”! 


APPLICATION 


With Comsisut* (consisting of equal parts of sulfadiazine, sul- 
fathiazole and sulfamerazine), full therapeutic sulfonamide effect 
is obtained, while the danger of renal toxicity is markedly de- 
creased. Treatment with the combined sulfonamides is charac- 
terized by infrequent crystalluria, never of the “massive” type; 
absence of any signs of serious renal irritations; rarity of nausea 
and vomiting; and decreased incidence of allergic reactions.” 


PACKAGING: CompstsuL, combined sulfonamides, is available in 

tablets containing 0.166 Gm. sulfadiazine, 0.166 Gm. sulfamerazine and 

on we sulfathiazole—a total of 0.5 Gm. per tablet. Bottles of 100 and 
tablets. 


Comaisut Liquid is available in bottles of 4 and 16 oz. Each teaspoon- 
ful (4 cc.) contains 0.166 Gm. sulfadiazine, 0.166 Gm. sulfamerazine 
and 0.166 Gm. sulfathiazole—a total of 0.5 Gm. 


BIBLIOGRAPHY: (1) Lehr, D.: Brit. M. J. 2:943, 1947. (2) Lehr, D.: Brit. M. J. 
23543, 1948. 
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RHODE ISLAND MEDICAL JOURNAL 


WOMAN’S AUXILIARY 
to the 
RHODE ISLAND MEDICAL SOCIETY 


2 ie FALL MEETING of the Woman’s Auxiliary 
to the Rhode Island Medical Society was held on 
Wednesday, November 10, 1948, at the Rhode 
Island Medical Society Library. 

The meeting was called to order by the President, 
Mrs. J. Murray Beardsley, at 2 P.M. 


The President welcomed the members and their . 


guests. She then introduced Dr. Edgar S. Potter, 
Vice-President of the Rhode Island Medical 
Society. Dr. Potter brought greetings from the 
Rhode Island Medical Society and wished the 
Auxiliary success for the coming year. 

Due to the absence of the Secretary, Mrs. Henry 
J. Hanley, the President asked permission to 
appoint Mrs. Charles L. Farrell as Secretary pro 
tem for this meeting. 

The Secretary’s report was read. Mrs. Robert 
Baldridge moved that the report be accepted. Mrs. 
Herman A. Lawson seconded the motion. The 
motion was carried. 

Mrs. Jesse P. Eddy 3rd, Treasurer, reported 
that there was a balance on hand of $554.80. It 
was moved by Mrs. Russell Hunt and seconded by 


Mrs. William Streker that this report be accepted | 


and the motion was carried. 


NOTICE OF MARCH MEETING 
The Auxiliary will meet at the Rhode 
Island Medical Library on TUESDAY, 
MARCH 1. The program is as follows: 
1:30 p.m. ...Cake and coffee for mem- 
bers in the Library basement 
dining room. 
2:00 p.m. ... Business meeting in the 
Auditorium 


2:30 p.m. ... Address: 


“THE AUXILIARY’S ROLE IN 
MEDICAL PUBLIC RELATIONS” 
CHARLES L. FARRELL, M.D. 
(Chairman, Committee on Public Policy and 
Information, of the R. 1. Medical Society, and 
Delegate from Rhode Island to the American 

Medical Association) 


A report from the Annual Meeting of the 
Woman’s Auxiliary to the American Medical Asso- 
ciation was read by Mrs. Charles Ashworth, one 
of our delegates to the Chicago Convention last 
June. 

A Scholarship for Nurses suggested by our 
former President, Mrs. Herbert E. Harris, at our 
Annual Meeting was then discussed. Mrs. Her- 
man A. Lawson said that it would cost $160. for 
one scholarship. The President informed the meet- 
ing that the Board recommends that the Auxiliary 
sponsor two Scholarships of $160. each, to be called 
the Lilian C. Harris Scholarships in honor of our 
First President, and that the Scholarships be 
rotated among the hospitals in the State having 
nursing schools. Mrs. Bertram H. Buxton moved 
the adoption of this recommendation. Mrs. Robert 
T. Henry seconded the motion. It was so voted. 

The President announced that the Auxiliary 
would hold a Rummage Sale at the Elks Auditor- 
ium on November 10, and urged all members to 
collect as many articles as possible for that purpose. 

A motion to adjourn, made by Mrs. John G. 
Walsh and seconded by Mrs. Francis V. Garside, 


was. carried. 
Following the business meeting the President 


introduced Mrs. Joseph C. Johnston, Chairman of 
the Program Committee. Mrs. Johnston told of the 
many accomplishments of our distinguished speaker 
and then presented Dr. Bruno Gebhard, Director 
of the Cleveland Health Museum. 

Dr. Gebhard described the activities at the Muse- 
um and said, “There is a natural curiosity in every 
man and woman as to health.” He said care of 
health is big business in these United States and he 
urged intensive health education among American 
communities. He then showed some interesting 
slides of the exhibits at the Museum. 

Mrs. Guy W. Wells, former Vice- President, and 
Mrs. William Newton Hughes, President-Elect, 
poured during the coffee hour which preceded m 
meeting. , 


Respectfully submitted, 
Mrs. Cuartes L, FARRELL, 
Secretary pro tem 
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O@RAPEN IS UNIQUE 
special coating completely 

masks the taste of penicillin. 

Onapen is stable at ordinary 

room temperatures, elimina- 

ing necessity for refrigeration. 


Am, J. M. Sc. 213:513 


(1947). 
J. Pediat. 62:119 (1948). 
_ 4 New England J. Med. — 


New - York State J. Med. 


penicillin G (potassium salt) in one coated, pleasant-tasting, buffered 
tablet, if you specify the Schenley product. Ample evidence supports 
the value of the oral administration of penicillin when given in suffi- 
ciently high dosage. Clinical reports show that even serious infections due 
to penicillin-sensitive organisms —such as acute respiratory illness,’?*- 
impetigo,‘ gonorrhea,’ and rheumatic fever (prophylaxis)*—can be 
treated effectively by this convenient, painless method of administration. 


Orapen-250 
Orapen-100- Orapen-50_ 


[PENICILLIN TABLETS SCHENLEY] 
Each containing 250,000, 100,000, or 


50,000 units of Penicillin Crystalline G, 
buffered with calcium carbonate. 


ORAPEN-250: 
Available in botiles of 10 and 50. 
ORAPEN-1 00: 
Available in bottles of 12 and 100, 
ORAPEN-SO: 
Available in bottles of 12 and 100, 


_ SCHENLEY LABORATORIES, INC. 
_ 850 FIFTH AVENUE e NEW YORK 1, NEW YORK 


© Schenley Laboratories, 
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RHODE ISLAND REGIONAL COMMITTEE ON FRACTURES 
AND OTHER TRAUMAS 


— American College of Surgeons — 


HE ANNUAL MEETING of the Rhode Island Re- 

gional Committee on Fractures and Other Trau- 
mas was called to order by the Chairman, Dr. Henry 
McCusker at 12:15 p.m. on Wednesday, December 
15, 1948. The minutes of the last meeting were read 
by the Secretary, Dr. Robert T. Henry and it was 
voted to accept the minutes as read. The Chairman 
read notices concerning the meeting of the National 
Committee on Fractures and Other Traumas to be 
held in Boston on January 28 and 29, 1949. An 
invitation was extended to all members to attend the 
meeting. 

It was again decided that the annual dues would 
be three dollars and that the notices concerning the 
dues would be sent out during the month of January 
1949. 

The Chairman, Dr. McCusker, then expressed 
his deep appreciation to the members of the com- 
mittee for their assistance rendered in his behalf 
during his chairmanship. He felt that someone else 
should assume the chairmanship of the committee 
and he tendered his resignation for approval of the 
members present. The name of the Secretary- 
Treasurer, Dr. Robert T. Henry was submitted as 
the nomination for new Chairman, and he was duly 
elected by the members present. . 

Dr. William V. Hindle was nominated and 
elected as Secretary-Treasurer. 

The New England Committee meeting is to be 
held in Hartford, Conn. on May 13, 1949 and Dr. 
Raymond Trott has agreed to discuss a paper on 
fractures of the femoral shaft. 

It was decided that the members of the sub-com- 
mittees should remain status quo for the time being. 

The following members were in attendance ; Dr. 
Kenneth Burton, Dr. James Callahan, Dr. Emilio 
Catullo, Dr. John Gordon, Dr. Roland Hammond, 
Dr. Herbert Harris, Dr. William Hindle, Dr. Wil- 
liam Horan, Dr. Henry McCusker, Dr. James Mc- 
Kendry, Dr. Raymond Trott. 


Respectfully submitted, 
WituiaM V. M.D., Secretary-Treasurer 


OFFICERS AND COMMITTEES — 1949 


Chairman: Robert T. Henry, M.D., of Pawtucket 
Secretary: William V. Hindle, M.D., of Providence 


Membership 
Henry McCusker, M.D., Chairman, of Provi- 
dence 
William A. Horan, M.D., of Providence 
Robert T. Henry, M.D., of Pawtucket 


Clinical Meetings: 

Raymond Trott, M.D., Chairman, of Provi- 
dence 

James C. Callahan, M.D., of Newport 
James R. McKendry, M.D., of Providence 
Walter J. Molony, M.D., of Providence 
John H. Gordon, M.D., of Pawtucket 
Carroll M. Silver, M.D., of Providence 


Hospital Care and Equipment: 
Kenneth G. Burton, M.D., Chairman, of 
Providence 
Augustine Eddy, M.D., of Woonsocket 
Armand A. Bertini, M.D., of Pawtucket 
Saul G. Lenzner, M.D., of Providence 
Samuel Farago, M.D., of Westerly 


Relations with Other Organizations: 

Arthur E. Martin, M.D., Chairman, (State 
Labor Dept.) 

G, Edward Crane, M.D., (Brown University) 

Peter Pineo Chase, M.D., (R. I. Medical 
Journal ) 

William A. Stoops, M.D., (Newport Hos- 
pital and Naval Hospital) 


Standardization and Care of Accident Room Frac- 
tures: 
William V. Hindle, M.D., Chairman, of 
Providence 
Vincent Zecchino, M.D., of Providence 
Louis A. Sage, M.D., of Providence 
James R. McKendry, M.D., of Providence 


Rehabilitation: 
Herbert E. Harris, M.D., Chairman, of Provi- 
dence 
Arthur E. Martin, M.D., of Providence 
John Paul Jones, M.D., of Wakefield 
Carroll Silver, M.D., of Providence 


Note: Delegates to fracture conferences and sectional 
meetings will be appointed by the chairman prior to 
each meeting. 
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PRENATAL 


POSTOPERATIVE 
POSTNATAL 
DORSOLUMBAR 


VISCEROPTOSis 


Consistent Research Makes Scientific Design Basic In 


CAMP SCIENTIFIC SUPPORTS 


For many decades it has been our privilege to work closely with 
physicians and surgeons in the design, improvement and manu- 
facture of anatomical supports to meet the needs of their patients. 
The unique Camp adjustment feature insures proper firmness 
about the pelvis and controlled support of the abdomen, spinal 
column and gluteal region without compression. Write for your 
copy of the Camp “Reference Book for Physicians and Surgeons.” 
THIS EMBLEM is displayed only by reliable merchants 
in your community. Camp Scientific Supports are never 
sold by door-to-door canvassers. Prices are based on 
intrinsic value. Regular technical and ethical training 


of CAMP fitters insures precise and conscientious atten- 
tion to your recommendations. 


H. CAMP and COMPANY, Jackson, Michigan 
| World's Largest Manufacturers of Scientific Supports 


——— Offices in New ork * Chicago* Windsor, Ontario* London, England 
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ANNUAL REPORTS FOR 1948 


PROVIDENCE MEDICAL ASSOCIATION 


ANNUAL REPORT OF THE SECRETARY — 1948 
In its Centennial year the Providence Medical Associa- 
tion held eight scientific assemblies and also conducted a 
special Centennial dinner observance. Attendance at the 
scientific assemblies averaged 96 members. At the Cen- 
tennial dinner held on January 31, 1948, 100 years to the 
date from the time of the founding of the Association, the 
ballroom of the Providence Sheraton Biltmore Hotel was 
crowded with members and their guests as civic leaders paid 
tribute to the work of the medical profession in Providence. 
The Centennial was officially observed with a lecture at 
the Rhode Island Medical Society Library on January 31 
by Dr. Reginald Fitz called “Leaves off the Tree.’ A 
special poster contest conducted by the Rhode Island School 
of Design produced some outstanding displays, which with 
the famous Wyeth paintings of scenes in American medicine 
were displayed in downtown windows the last week in 
January. In addition there were radio programs and news 
stories about the Centennial observance. 
A history of the Association was written by Drs. John 
Donley, Roland Hammond, and Peter Pineo Chase, which 
was published in the Rhode Island Medical Journal and 


IDEAL FOR 
DOCTORS’ OFFICES 


4 THERMOSEAL 
Offers: 


PERMANENT 
INSTALLATION 


30% FUEL 
SAVINGS 


PROFESSIONAL 


DISCOUNT 


THERMOSEAL 


LIFETIME ALUMINUM 
COMBINATION WINDOWS 


WEATHER STRIPPING © SCREENS *© STORM SASH 


ALL IN ONE UNIT 


For free information write: 


G. FRED SWANSON, Inc. 
THERMOSEAL DIVISION 


274 W. Exchange St., Providence — UNion 6404 


subsequently reprinted together with the articles and ad- 
dresses in connection with the Centennial celebration, and 
then distributed in booklet form to each member of the 
Association. 

The speakers and topics they represented at the regular 
meetings of the Association during the year were as 
follows: 


January 5—Presidential Address. Guy W. Wells, M.D. 
“Extra-Mural and Intra-Mural Practice, Then and 
Now.” Samuel Levine, M.D., of Boston. 


February 2—“The Position of the General Practitioner 
Today.” James M. Faulkner, M.D., Dean, School of 
Medicine, Boston University. “Graduate Medical Edu- 
cation in Relation to Hospital Economics.” Mr. Oliver 
G. Pratt, Superintendent, Rhode Island Hospital. 


March 1—“‘A Case of Prerenal Azotemia Resulting from 
Pyloric Stenosis, With Postoperative Follow-Up.” 
Aaron T. Beck, M.D., Assistant Resident in Neurology, 
Cushing General Hospital, Framingham, Massachusetts. 
“Behavior Difficulties of Children Who Suffered Anoxia 
at Birth or in Infancy.” Charles Bradley, Superintendent 
of the Emma Pendleton Bradley Home. 


April 5—“Ascending Paralysis—Complete Recovery.” 
Walter C. Weigner, M.D., Assistant Physician, Out- 
patient Department, Department of Neurology and Psy- 
chiatry, Rhode Island Hospital. “A New Technique in 
the Repair of Hydrocele.” Vincent J. Oddo, M.D., 
Surgeon-in-chief, Urological Department, St. Joseph's 
Hospital. 


May 3——“Bilateral Non-Simultaneous Femoral Arterial 
Occlusion.” Jesse P. Eddy, III, M.D., Senior Assistant 
Surgeon, the Memorial Hospital, Pawtucket. ‘“Carci- 
noma of Cervical Stump Following Supravaginal Hys- 
terectomy.” Ralph DiLeone, M.D., Assistant Surgeon, 
Department of Gynecology, Rhode Island Hospital, 
Ralph E. Brown, M.D., Resident in Surgery, Rhode 
Island Hospital. “Alcoholism.” Howard Haggard, M.D., 
Director, Laboratory of Applied Physiology, New 
Haven. 


October 4—“Myxedema and Psychosis.” James J. Scanlan, 
M.D., Intern, St. Joseph’s Hospital. “Uterine Apoplexy 
with Renal Insufficiency.” Robert W. Riemer, Surgical 
Resident, Rhode Island Hospital. “Pulmonary Changes 
Occurring in Beryllium Workers.” Stanley A. Wilson, 
M.D., Roentgenologist at the Salem (Massachusetts) 
Hospital. 


November 1—“The Meeting Street School Cerebral Palsy 
Center.” Mrs. John Langdon, Executive Director, 
Crippled Children and Adults of Rhode Island, Incor- 
porated. “Medical Mission to Poland and Finland.” 
Meyer Saklad, M.D., Chief, Department of Anesthesia, 
Rhode Island Hospital. 

December 6—“The Providence District Nursing Associa- 


tion.” Nellie R. Dillon, R.N., Director. “Modern Aspects 
continued on page 106 
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TO BETTER NUTRITION 


In dietary planning, the physician may prescribe with 
complete confidence any of Borden’s nutritional 
preparations. They conform at all times to the most 
modern concepts of nutritional science, and are 
formulated and produced with meticulous concern 
for quality, purity, and clinical serviceability. 


BIOLAC, approximating human milk in its nutritional content 
and digestibility, is an ideal replacement for mothers’ milk. 
With the addition only of ascorbic acid, it becomes a complete 
food — “baby talk for a good square meal”, 


MULL-SOY is a hypoallergenic soy concentrate — for those 
allergic to milk — closely resembling cow’s milk in all its 
nutritional values, but without the offending animal proteins. 
When milk becomes “forbidden food”, Mull-Soy offers 

a nutritionally efficient replacement. 


DRYCO provides a “master key” to infant nutrition with its 
wide range of formula flexibility for individual needs. 

Its high protein, low fat, intermediate carbohydrate ratio 
— for use with or without added carbohydrate — makes it the 
“custom-formula” food for all infant requirements. 


BETA LACTOSE is a highly palatable and readily soluble 
formula modifier in the form of an improved milk sugar, 
five times more soluble than alpha lactose. Milk’s natural 
carbohydrate for infants and adults alike. 


KLIM solves the problem whenever fluid milk is indicated in 
the diet, but lack of availability or of refrigeration make 

its use impracticable. This superior quality, spray-dried, 
whole milk, with soft curd properties is invaluable 

for use in infant feeding, or for dietotherapy in 

peptic ulcer and other special adult diets. 


The nutritional statements of this advertisement are acceptable 
to the Council on Foods and Nutrition of the A. M. A. 


These Borden Prescription Products are available at all 
pharmacies. Full detailed professional information 
gladly supplied on request. 


PRESCRIPTION PRODUCTS DIVISION 


350 MADISON AVENUE * NEW YORK 17, N. Y. 
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ANNUAL REPORTS 
PROVIDENCE MEDICAL ASSOCIATION 
: continued from page 104 

of Tuberculosis Control.” Alton Pope, M.D., Division 

of Tuberculosis Control, Massachusetts Department of 

Health. 

The total members of the Association at the end of the 
year was 589, of whom 559 are active members and 30 are 
associate members. 

At five meetings of the Executive Committee held during 
the year the applications of 16 physicians were approved and 
submitted to the Association, three resignations were 
accepted from men leaving the state, four members were 
excused from further payment of dues because of their age, 
ten physicians were voted associate membership, three 
members returning to the state to practice were reinstated 
as active members, and three members were excused from 
payment and granted a leave of absence while they pursued 
postgraduate studies outside Rhode Island. 

During the year the following members of the Associa- 
tion died: 

John A. Hayward (January 11) 
Charles E. Hawkes (January 31) 
John J. Conway (February 11) 
Patrick I. O'Rourke (April 3) 
Frederick A. Coughlin (April 19) 
John E. Ruisi (May 28) 

Guy W. Wells (June 14) 

Walter Weigner (October 5) 
John I. Pinckney (October 15) 
Joseph L. Belliotti (October 27) 
John D. Hubbard (December 9) 
Charles F. Perry (December 18) 
Paul Appleton (December 24) 

While the Centennial celebration was the outstanding 
program of the year, the Executive Committee for the 
Association carried on a great deal of work in furthering 
the various community activities of the entire Association. 
The prize case report contest was revived; the Association 
took an oustanding part in the memorial observance and 
the erection of the tablet to the four Rhode Island physicians 
who died while in the service of the armed forces in World 
War II; a policy of inviting officials of local and govern- 
ment agencies engaged in health and welfare activities in 
the community to address the Association was instituted ; 
an outstanding annual dinner was held; and late in the year 
a new committee was established to complete a study for a 
central telephone exchange. The reading of the annual 
reports of the committees of the Association highlight 
further the many activities undertaken during the year. 

Respectfully submitted, 
V. Troppott, M.p., Secretary 
January 3, 1949 


Write for Sample 


The Alkalol Company, Taunton 12, Mass. 


RHODE ISLAND MEDICAL JOURNAL 
ANNUAL REPORT OF THE TREASURER, 1948 


RECEIPTS: 


Cash on hand, January 1, 1948........$1,096.72 
Membership dues 7,641.25 
Centennial dinner receipts... 


Dividends from investments 22.50 
Annual dinner receipts «un. 5.80 
Total $10,394.27 
EXPENSES: 

Centennial celebration 539.98 
Centennial dinner ............. .. 1,628.00 
Collations after meetings 440.00 
Committee EXPENSES 195.00 
Purchase of Journals, and bindings 626.62 
General expenses 507.71 
Office supplies 49.54 
Opening library nights 


Postage and Printing a 
R. I. Medical Society, appro- 


priations 2,205.56 
Salary 1,779.90 
Taxes 358.94 
Telephone 189.75 
Total $ 9,290.46 
Cash on hand, January 1, 1949 occu $ 1,103.81 
U. S. Government bonds 2,740.00 
Total assets, January 1, 1949 nnn $ 3,843.81 


J. M. BearpsLey, M.p., Treasurer 


ADVISORY COMMITTEE TO THE 
COMMUNITY WORKSHOPS 


During 1948 there has been no meeting of the full com- 
mittee. The Executive Committee of the Community 
Workshops has consulted the chairman of your committee 
on occasion, and members of your committee have assisted 
the Community Workshops in a number of matters which 
did not require concerted action. 


Respectfully submitted, 

Currton B. Leecu, M.p., Chairman 
Raymonp F. HACKING, M.D. 
WittraM A. Horan, M.D. 

Louis A. SAGE, M.D. 

NatuHan A. Bovotow, M.D. 
CATHERINE ZOURABOFF, M.D. 
JoHN LANGDON, M.D. 

Joun Ham, M.D. 


LEGISLATION 


In last year’s report our interest in restaurant sanitation 
was expressed, and our efforts to improve it outlined. Two 
necessary procedures were outlined: 1.) Passage by the 
General Assembly, at the request of the City Solicitor, of 
a law investing in the Superintendent of Health of Provi- 
dence the power of licensing, supervising and regulating 
restaurants in the city; 2.) Passage by the City Council 
of an ordinance, based on the model ordinance prepared by 
the U. S. Public Health Service, regulating eating estab- 
lishments according to modern standards. Due in part to 
our efforts, as well as to the continued interest of the City 
Council, and stimulating publicity in the local press, both 
of these aims have been accomplished. The present ordin- 
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ance provides satisfactory standards for the regulation of 
all eating establishments, and, if properly enforced, should 
afford adequate protection for the public in this regard. 

Your committee has no other projects in process or 
immediately contemplated. 


Respectfully submitted, 


Frank B. Cutts, M.p., Chairman 
Apert H. JACKVONY, M.D. 

James H. FaGAn, M.D. 

Henry S. Joyce, M.p. 


PRE-SCHOOL HEALTH EXAMINATIONS 


The Rhode Island Congress of Parents and Teachers 
again continues its efforts to conduct an effective pre-school 
health examination as part of its health program. 


The final reports from the various units have been tabu- 
lated and there is an evaluation of the results. Briefly the 
figures for 1948 in both number of units participating and 
children examined are far in excess of those in previous 
years. 


A meeting of the Committee was held at the Medical 
Library in March at which time there was presented an out- 
line of the plans for a state wide campaign for interest in 
pre-school health examinations. 


The final report of the round-up made to the Congress 
of Parents and Teachers reported that 35 units completed 
the work and sent in their final reports. There were about 
800 pre-school children examined which represents a much 
larger number than the total of the two previous years in 
which complete reports were filed. 


The school districts participating were: Cranston, East 
Providence, Jamestown, Johnston, Narragansett, North 
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Kingstown, Portsmouth, Providence, Smithfield and War- 
wick. 


The principals, school physicians, and nurses are favor- 
ably inclined toward pre-school examinations if they are 
made early in the spring and attention is given to correction 
of any remediable defect and conditions ; also to vaccination 
and immunization. 


Although the pre-school examination is not as prevalent 
as we would like, we are greatly encouraged by the gen- 
erous support and cooperation in the movement by school 
and medical authorities, by an increasing awareness of its 
importance by the general public and by the yearly increase 
both of P.T.A. units sponsoring Summer Round-up, and of 
parents participating in its program. 

Parents should devote their energy during the pre-school 
years toward the accomplishment of at least one health 
examination for the child, and, if possible, by the family 
physician. The child is about to enlarge his environment and 
make contacts, and it is especially important that his health 
be as nearly perfect as possible. 


The pre-school is important examination and much 
worthwhile, and the Parent and Teachers Association will 
make every effort to continue the program. 


The Committee of the Association serves mainly as an 
advisory group on the medical procedures involved in the 
pre-school health examinations and Summer Round-up. 

Respectfully submitted, 
Cuartes B. Lewis, M.p., Chairman 
RicHARD WHIPPLE, M.D. 
Eric DENHOFF, M.D. 
Rosert M. Lorp, M.D. 
MERLE M. Porter, M.D. 
MIcHAEL J. NEsTOoR, M.D. 
continued on page 110 
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REPORT OF THE MILK COMMISSION OF THE 
PROVIDENCE MEDICAL ASSOCIATION, 1948 


pion MILK in Providence during 1948 was 
obtained from the following farms: Cherry 
Hill Farm, North Beverly, Mass. ; Fairoaks Farm, 
Lincoln, R. I.; Hampshire Hills Farm, Wilton, 
N. H.; Walker-Gordon Farm, Charles River, Mass. 

Through the courtesy and co-operation of the 
Boston Commission we have accepted their certifi- 
cation of two farms from Massachusetts and one 
from New Hampshire. 

Bacteriological and chemical examinations of cer- 
tified milk are made in the laboratories of Brown 
University under the supervision of Professor 
Charles Stuart. 

All of the herds are under State and Federal 
supervision and are free from Tuberculosis and 
Brucella abortus infections. 

On August 19, 1946, the City Council of Provi- 
dence approved two additional rules governing the 
sale of raw milk which has a bacteria count of less 
than 10,000 colonies per cubic centimeter as an 

‘average bacteria count of any four consecutive 
samples examined by the Inspector of Milk using 
methods set forth in the current edition of “Stand- 
ard Methods of Milk Analysis” of the American 
Public Health Association, and unless such raw 
milk be produced from cows that are certified to be 
free from Bang’s Disease, Tuberculosis and Mastitis 
by a licensed Veterinarian at such intervals as the 
Inspector of Milk shall deem necessary for the pro- 
tection of the milk consuming public. 

The above standards are those set forth in 
“Methods and Standards” published by the Am- 
erican Association of Medical Milk Commissions 


and these requirements are enforced by this Com- 
mission. We are happy to say that all raw Certified 
Milk sold in this area for many years has met these 
requirements and much credit is due to the Certified 
Farms in meeting these rigid tests. 

The Amercan Association of Medical Milk 
Commissions in their Methods and Standards for 
the Production of Certified Milk, require that each 
producer shall make or have made, once per month, 
a titration of Brucella agglutinins in the whey of 
the milk, whether the milk is raw or pasteurized. 
This is being done on Certified milk at Fairoaks 
Farm and the results to date have been excellent. 

The legal standard for Pasteurized Certified milk 
in Providence is 500 colonies per cc, and the actual 
count in all samples examined by your Commission 
the past year has been 41 colonies per cc. The count 
on raw certified milk the past year has been 4,671 
per cc. while the legal limit in Providence is 10,000 
colonies per cc. The credit for this splendid record 
belongs to the producers of this quality milk. 

During the past year the Commission has carried 
one-half page advertisements in the R. I. MED- 
ICAL JOURNAL in an attempt to keep the “Qual- 
ity Milk” before the medical profession. 

The Commission is indebted to Professor Stuart 
of Brown University for his continued cooperation 
in supervising our laboratory work at Brown Univ- 
ersity. 

HAROLD G. CALDER, M.D., Chairman 
REUBEN C. BATES, M.D., Secretary 


D. Wo. BELL, M.D. JOHN LANGDON, M.D. 
THOMAS J. DOLAN, M.D. FRANK I. MATTEO, M.D. 
WALTER S. JONES, M.D. HENRY E. UTTER, M.D. 


MONTHLY AVERAGES OF CERTIFIED MILK FOR 1948 
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H. 
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~ eee 12.87 5,233 1243 14 9 1236 18 

February....... 12.73 6,671 12.30 19 9 12.48 23 
March ........... 12.69 9,100 12.31 37 0 40 
12.63 4,522 11.92 18 2 

12.39 4,025 12.38 18 ) 1245 27 
JUNE 12.51 4,000 12.43 122 ) 1239 24 
12.58 5,337 12.38 28 1 1253 40 
12.76 4,311 12.21 34 1 1241 27 
12.50 3,666 1233 94 1266 33 

3 ctober ........ 12.85 2,325 12.57 15 12.76 296 
November... 13.08 3,893 12.72 11 12.75 36 

13.51 2,970 1291 17 12.46 13 
12.75 4,671 | 1240 35 12.50 50 


A Local and Systemic Aid 
in Treating Skin Lesions 


ULTRAVIOLET 


Over the years, the value of ultraviolet has been established, 
not only for its effects locally — erythema, desquamation, 
pigmentation, and tissue stimulation—but also for its 
recognized systemic effects, extending to such widely varied 
conditions as: 


Acne Vulgaris, Adenoma Sebaceum, 
Pityriasis Rosea, Parapsoriasis, 
Psoriasis, Telangiectasis, Indolent 
Wounds and Ulcers. 


With ultraviolet indicated in 
such separated diseases, more 
doctors than ever before are 
choosing 


The BURDICK 
QA-450 

QUARTZ MERCURY 
ULTRAVIOLET LAMP 


alamp that measures 
up to every demand 


These Features Tell You Why -- - 


e Hot quartz uviarc tube delivers full hot quartz spectrum. Just 30 seconds at 30 
inches —a first degree erythema. 


¢ Non-tilting, this lamp reaches full intensity in a matter of moments. 


e And, important to technician and nurse alike, the ‘Professional’ is completely 
adjustable, balanced, and mobile. 


See the ‘Professional Special” at the showrooms of your 
Burdick dealer, or write us, The Burdick Corporation, 
Milton, Wisconsin, for descriptive literature. 


IN C. WHEEL CHAIRS 


SURGEONS’, 
MEDICAL AND Across from St. Joseph's Hospital 


624 BROAD STREET PROVIDENCE 
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“MEDICATES THE DIAPER" 


ELIMINATES CAUSE OF DIAPER RASH / 


Every day more physicians rely upon non- 
mercurial DIAPARENE to eliminate the cause 
of diaper rash. 


DIAPARENE provides effective protection 


against 


t irritating 


tender skin. No toxic danger, even if swal- 
lowed. One tablet dissolved in 2 quarts of 
water medicates six diapers, preventing 
ammonia formation up to 15 hours, despite 
repeated wettings. 


For prevention, medicate only et 


ite all dia- 
economical and 


diapers. For treat t, 

pers. Easy to use... 

efficient. Prescribe it always, even for 
your most stubborn cases. At drug stores in 
unit packages of 20 and 40 tablets. 


Promoted exclusively through the medical pro- 
fession. Samples to physicians on request. 


Dr 


OMEMAKERS’ Propucts CoRPORATION 
380 Second Ave., 
Please send me, without cost, literature (including 
references and samples) of DIAPARENE to elim- ! 
inate cause of diaper’rash (ammonia dermatitis). 


New York 10, N. Y. 


Address. 


Zone 


LCity—_—— 


Dachit... 


OU - - at the office, the club, 
everywhere - - are judged to an 


important degree by your clothes. 


Our garments go proudly anywhere - - 


and ‘belong’! They are made for you. 


Distinctive Clothes take time in the 
making. - - Your Spring and Summer 


requirements should be anticipated now! 
Your’ consideration will be appreciated. 


TRIPP & OLSEN, INC. 
507 TURKS HEAD BLDG. 
PROVIDENCE, R. I. 
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continued from page 106 


READING ROOM 


The Reading Room has served another useful year, 
During the period of January 6 to December 14, it was 
open 100 evenings. The total number of night visitors was 
294— of them 118 were physicians; the other 176 visit- 
ors included students, teachers, nurses, etc. These figures 
indicate an increase of 32 visitors as compared with 1947 
and testify to the increasing popularity of the evening hours, 

Fifty-three volumes have been bound this year and forty- 
one volumes are at the bindery now. 

The Association subscribed to 35 Journals for 1948, thus 
continuing a most valuable reference file on current medi- 
cal literature. 


Respectfully submitted, 
KENNETH G. Burton, M.D., Chairman 
Rosert G. MurpHy, M.D. 
Tuomas McOsker, M.D. 


TUBERCULOSIS COMMITTEE 


Your Committee of late has been concerning itself pri- 
marily with the matter of furthering tuberculosis control 
plans in various groups throughout the State. We have 
drawn up a questicnnaire for use in follow-up study of the 
various hospital programs for case finding and tuberculosis 
control in hospital personnel. 


The Committee feels that it is exceedingly important 
to protect, insofar _as possible, the younger age groups in 
the community from contact with open tuberculosis and, 
also, to provide education to these young people that they 
may be brought up with a reasonable understanding of the 
tuberculosis problems that concern them. Through them 
and the schools, their parents should also learn the fund- 
amentals of tuberculosis control. 

With this in mind, it seemed advisable that the teachers 
in our schools, as well as other employees of the schools 
that come in contact with the students, should have annual 
chest x-rays. This group should be fairly easy to reach 
as students in many of the schools are already being x-rayed 
annually, 

This matter was brought to the attention of Dr. Michael 
F. Walsh, the Director of the Department of Education. 
He was most cooperative in this regard, and as a result of 
his interest, three members of your Committee were invited 
to discuss the matter with the Superintendents of the schools 
at their annual meeting in Kingstown last summer. In this 
discussion, general plans for taking annual chest plates of 
school personnel were formulated. 

Considerable interest was expressed by the group of 
Superintendents, and it is hoped that the work will be 
carried on through the State Department of Tuberculosis 
Control, private physicians, and other health organizations 
that are working with the schools. 


Respectfully submitted, 


Joun C. Ham, m.p., Chairman 
C. Hunson, M.p. 
DANIEL A. SMITH, M.D. 
Puitie BATCHELDER, M.D. 
Lewis I. KRAMER, M.D. 
Cuartes L. SouTHEY, M.D. 
Peter F. HARRINGTON, M.D. 
U. E. ZAMBARANO, M.D. 
JAmEs P. DEErY, M.D. 
continued on page 116 


= 
a 
110 I 
an 


FEBRUARY, 1949 


In a recent coast to coast test of hundreds of people who smoked only 
Camels for 30 days, throat specialists, after weekly examinations, reported: 


throat due 
smoking CAMELS!” 


of men and 
women were included in this 
coast to coast test. These 
men and women smoked 
Camels—and only Camels 
—for 30 consecutive days. 
They smoked on the average 
of one to two packages a day. 
Each week noted throat spe- 
cialists examined the throats 
of these Camel smokers—a 
total of 2470 careful examin- 
ations. In every report, the 
findings of these throat spe- 
cialists were the same—“‘not 
one single case of throat ir- 
ritation due to smoking 
Camels.” 


GU ALIT 


Doctors smoke for pleasure, too! And when three 
leading independent h organizations asked 
113,597 doctors what cigarette they smoked, the 
brand named most was Camel, 
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BOOK REVIEWS 


ESSENTIALS OF PATHOLOGY. By 
Lawrence W. Smith, M.D., and Edwin S. 
Gault, M.D. The Blakiston Company, Phil., 
1948, 3rd ed. $12.00 


This is the third edition of a well known textbook 
of pathology. It is written primarily for second- 
year medical students, for which purpose it serves 
well. Its subject matter is brief, as the title indi- 
cates, but very readable. While not designed as a 
reference book, it would be useful to anyone who 
wishes to review the fundamentals of pathology. 

The customary division into general and systemic 
pathology is followed. A distinct innovation is the 
illustration of the various diseases with case hist- 
ories which serve to introduce the second-year med- 
ical student to clinicopathological correlation. This 
removes the subject from the static into living path- 
ology. This book is illustrated by numerous excel- 
lent photographs and microphotographs. 

It is not without typographical errors. For ex- 
ample, figure 185, page 181, showing the embryo 
of trichinella spiralis in blood, is captioned game- 
tocyte of plasmodium falciparum in blood smear, 
while the adjacent photo-micrograph, Figure 186, 
showing the gametocyte, is captioned trichinella 
spiralis. 

Rosert J. WILLIAMS, M.D. 


PHYSICIAN’S HANDBOOK. By John 
Warkentin, Ph.D., M.D., and Jack D. Lange, 
M.S., M.D. University Medical Publishers. 
Palo Alto, 1948. 5th ed. $2.00 


This handy little book really is a factual presen- 
tation of the technological side of medical practice. 
Under the subdivisions of Laboratory Diagnosis 
and Clinical Procedures and Facts the authors 
have assembled in brief outline the accepted tech- 
niques of investigating medical problems. This 
includes the examination of patients in general, as 
to particular anatomic systems, physiological func- 
tions and as to body fluids and excreta. The book is 
replete with well organized tables of values of phys- 
ical findings and laboratory data under normal and 
abnormal conditions. In addition an up to the 
minute pharmacopeia is well presented in summary 


form. The busy practitioner can hardly afford to 
be without this ready reference of the voluminous 
and ever increasing technical data of modern 
medicine. 

J. O’CONNELL, M.D. 


A. M. A. INTERNS’ MANUAL. Published 
by W. B. Saunders Company, 1948. A Review 
by Frederick C. Eckel, M.D. 


As is usual in Interns’ Manuals, accuracy of 
detail is sacrificed for brevity. This book is no 
exception. There are parts of the book that offer 
good information; the sections on diet and nutri- 
tion and physical medicine are fairly well done, 
but the diets prescribed for nephritics and cardiacs 
are very much out-of-date and do not include the 
modern concepts. 

Laboratory procedures are not well covered, in 
that many of the tests commonly and often per- 
formed by the Intern are not included in the Man- 
ual. In other tests included in the Manual, direc- 
tions on how to perform the test are not specific 
enough, 

The discussion on treatments of acute condi- 
tions is sketchy ; for example in discussing diabetic 
acidosis and coma, their outline of treatment is very 
inadequate; in treatment of gastric hemorrhage, 
they fail to mention many important aspects of 
early treatment. In treating epistaxis, no mention 
is made of the usual percentage of cocaine-epine- 
phrine solution to use. 

All-in-all, the A. M. A. Interns’ Manual is out- 
of-date and incomplete, but may be helpful in a 
few places to the Intern. 


FREDERICK C. ECKEL, M.D. 


Remember: 


THE MEDICAL LIBRARY 


IS OPEN EVENINGS 
7-10 


Tuesday, Wednesday, Thursday 
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Still the fatal first month 


Despite the gratifying dramatic decline in infant mortality, there isestill 
only slight reduction in the number of deaths of infants under one month, During 
these critical 30 days, among the important precautions to be exercised 
is the right start on the right foods. 


‘Dexin’ has proved an excellent “first carbohydrate”. Because of its high 
dextrin content, it resists fermentation by the usual intestinal organisms, 
tends to hold gas formation, distention and diarrhea to a minimum, and 
promotes the formation of soft, flocculent curds facilitating digestion of 
milk proteins. 


Easily prepared in hot or cold milk, ‘Dexin’ brand High Dextrin Carbo- 
hydrate is palatable but not too sweet. ‘Dexin’ does make a difference. 


‘Dexin’ Reg. Trademark 
e X | nl HIGH DEXTRIN CARBOHYDRATE 


Composition—Dextrins 75% * Maltose 24% Mineral Ash 0.25% Moisture 
0.75% © Available carbohydrate 99% * 115 calories per ounce « 6 level packed 
tablespoonfuls equal 1 ounce « Containers of twelve ounces and three pounds * 
Accepted by the Council on Foods and Nutrition, American Medical Association. 


Literature on request 
BURROUGHS WELLCOME & CO. (U.S.A.) INC., 9 & 11 East 41st St., New York 17, N.Y. 
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PREVENTION OF ANOXIA OF THE NEWBORN 
continued from page 86 : 
phyxia in the baby in direct proportion to the 
amount given, and that general anaesthesia in any 
amount definitely increases the incidence of as- 
phyxia in direct proportion to the duration of 
the anesthesia. 

Dr. Irving demonstrated that 98% of the babies 
born of mothers receiving neither analgesia or 
anesthesia breathed immediately after delivery, 
and babies whose mothers received various sorts 
of analgesic drugs experienced delay in 35% to 
65% of the cases, depending on the amount and 
the quantity of the drug given. 

These results were more pronounced in prema- 
ture babies since they have been shown to be more 
susceptible to the action of depressant drugs and io 
anoxia than babies of average weight. 


In this modern age it would be professional 
suicide to refuse amelioration of pain to the la- 
boring patient, but, in the interest of the unborn 
a plea must be advanced for a reasonable and 
judicious use of such medications. 


In cases of threatened asphyxia in utero, the 
infant should be delivered as soon as possible, 
taking into consideration: the condition of the 
child; possibility of its being delivered alive and 
its chances of survival; the amount of damage 


“Not for 
Vitality 
— just for 

Hospitality” 


Warwick Club Ginger Ale Co., Inc. 
“It Sings In The Glass" 


RHODE ISLAND MEDICAL JOURNAL 


such a delivery will do to the mother ; and whether 
such a delivery will endanger her life. 


You should give the newborn every bit of oxygen 
possible. The cord should not be cut until it stops 
pulsating and oxygen should be given to the mother 
during this time. We should ascertain that air pass- 
ages are open. If necessary, the pharynx should 
be operated and intratrachael oxygen given, if res- 
pirations are weak. The use of a respirator is advo- 
cated. Without the use of our emerson respirator, 
the infant mortality rate in this hospital would be 
at a much higher level. There is no question that 
the obstetrician has a definite place in the preven- 
tion of anoxia. 


ANNUAL REPORTS 
PROVIDENCE MEDICAL ASSOCIATION 
concluded from page 110 


PRIZE CASE REPORT CONTEST 


Only two case reports were submitted during the year. 
Both were presented before the Association, the first by 
Dr. Aaron T. Beck, A Case of Prerenal Asotemia Result- 
ing fro Pyloric Stenos's, with Postoperative Follow-Up, 
and the second by Dr. James J. Scanlan, My.redema and 
Psychosis. 


Although the entering of two case reports for two prizes 
scarcely makes a contest, it is recommended by the com- 
mittee that the prizes be awarded for 1948, first prize of $50 
to Dr. Beck, and second prize of $25 to Dr. Scanlan. 


Publicity for this contest was ample, and it must be con- 
cluded that thus far the contest has aroused little interest 
among the internes and residents for whose benefit it was 
reestablished by the Association last year. It is suggested 
that the contest be continued in 1949, but that the Associa- 
tion give serious thought to its discontinuance thereafter 
unless a considerable number of reports are forthcoming. 


CLARENCE E. Birp, M.p., Chairman 
FRANK B. Cutts, M.p. 

ALBERT H. JACKVONY, M.D. 

Louts I. KRAMER, M.D. 

Rosert H. WHITMARSH, M.D. 


NEXT MEETING OF THE 
PROVIDENCE MEDICAL 
ASSOCIATION 
MONDAY, MARCH 7 


at 8:30 P. M. 
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